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Stop useless nagging cough

HISTADYL E
(Thenylpyramine Compound E.C., Lilly)

v

Effective, pleasantly flavored antitussive

ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 854001



FOR PERSISTENT INFECTIONS

CHLOROMYCETIN
COMBATS MOST CLINICALLY IMPORTANT PATHOGENS

UBRA9 y
APR 2 S 1359

NEW YORK ACADEMY
-'
r MEDICINE

Acquired resistance seldom imposes restrictions on

antimicrobial therapy when CHLOROMYCETIN (chlor-

amphenicol, Parke-Davis) is selected to combat gram-

negative pathogens involving enteric and adjacent

structures of the urinary tract. The acknowledged effec-

tiveness with which CHLOROMYCETIN suppresses highly

invasive staphylococci 1 '9 extends to persistently patho-

genic coliforms .
6 - 10' 15 Experience with mixed groups of

Proteus species, for example, . . shows chloramphenicol

to be the drug of choice against these bacilli . .

.’’ 15

CHLOROMYCETIN is a potent therapeutic agent and, because

certain blood dyscrasias have been associated with its administra-

tion, it should not be used indiscriminately or for minor infections.

Furthermore, as with certain other drugs, adequate blood studies

should be made when the patient requires prolonged or intermit-

tent therapy.

REFERENCES:
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•This graph is adapted from Waisbren and Strelitzer.15 It represents in vitro data obtained with clinical material isolated between the years

1951 and 1956. Inhibitory concentrations, ranging from 3 to 25 meg. per ml., were selected on the basis of usual clinical sensitivity.
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Why Physicians Service

is best for

your patients . . .

and, for you!

PHYSICIANS SER\ ICE is the one and only medical care

program that acts under the supervision of the State

Medical Society to promote doctor bill coverage for all the

communities of the State.

Here are a few practical reasons why Physicians Service

is the best plan

their doctor.

• Enrolls groups as small as ten

not just large, “"select risk" groups.

• Enrolls individuals under 65 not

eligible for group membership.

• Has never cancelled because of age,

retirement, unemployment, or fre-

quency of use.

• Helps you retai

ence in your pract

your patients . . . the best plan for you,

• Provides the same coverage for all

enrolled members of the family plus

maternity care for the wife.

• Assures your patients free choice

of doctor.

• Assures simplicity and promptness

of payment.

in your independ-

iee of medicine.

Many Rhode Islanders still do not belong to Physicians

Service— you’ll be doing them — and yourself — a favor

when you recommend that they enroll.

RHODE ISLAND MEDICAL SOCIETY
PHYSICIANS SERVICE
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Jlemsfiiai SanHalium

located on Rt. 1

South Attleboro, Massachusetts

A modern non-profit hospital for the care and treatment of

nervous and emotional disorders as well as long term geriatric

problems.

Physical, neurological, psychiatric and psychological exam-
inations.

Modern recognized psychiatric therapies.

A pleasant homelike atmosphere in a beautiful and conveni-

ently located institution.

L. A. Senseman, M.D., F.A.P.A., Medical Director

Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A.

Oliver S. Lindberg, M.D. William H. Dunn, M.S.W.

Referred patients are seen daily (except Saturdays) 9-12 A.M.,

and by appointment.

R. I. Blue Cross Benefits Tel. Southgate 1-8500

Special Rates for Long-Term Care

NEW!
OVERHEAD EXPENSE POLICY

for

R. I. PHYSICIANS

Helps your Accident and Health
insurance to do its job properly.

The remarkably low premium
for this plan, which

PAYS YOUR
PROFESSIONAL EXPENSES

when you are disabled, is

TAX DEDUCTIBLE!
Literature and information

supplied on request by

R. A. Derosier Agency
32 Custom House Street

Providence 3, Rhode Island

GAspee 1-1391

when anxiety and tension "erupts” in the G. I. tract. .

.

IN GASTRIC ULCER
w*

PATH IBAMATE
Meprobamate with PATHILON® Lederle

Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control

the “emotional overlay” of gastric ulcer— without fear of barbiturate loginess, hangover or

habituation . . . until PATHILON (25 nig.) the anticholinergic noted for its extremely low toxicity

and high effectiveness in the treatment of many G.I. disorders.

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000.

^Trademark ® Registered Trademark for Tridihexethyl Iodide Ledprlp

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK
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Hood 100% pure Orange Juice — New England s new' winter

health protection is guarded from tree to door by one of the most

rigorous quality control programs in the citrus industry. U. S.

Department of Agriculture inspectors are on constant duty at the

extracting plant . . . maintaining the highest standards of quality

and sanitation.

Speed in production — 20 minutes from fruit arrival to

shipping carton — and in distribution 3 days from Florida to

New England plus constant thermograph temperature controls

minimize deterioration. And exhaustive tests of every shipment

on arrival make certain that Hood customers will be offered only

first quality chilled orange juice

Known and trusted since 18J+6
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“Since we put him on NEOHYDRIN he's been

able to stay on the job without interruption

oral

organomercurial

diuretic NEOHYDRIN
BRAND OF CHLORMERODRIN

LAKESIDE 24657
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both-

orally for

NEW dependable prophylax

sublingually for

fast relief

ISUPREL
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RANOLTABLETS

6THMATIC-
cheerful instead of fearful

Isuprel-Franol tablets bring
d-the-clock relief plus emergency
against sudden attack. Anxiety

3 when patients know they’ll get

f in 60 seconds — relief that con-

ks for four hours or more.

rel HC1 (10 mg. for adults, 5 mg.
hildren) , the most potent broncho-
tor known, makes up the outer
ing. In a sudden attack, the patient

the tablet under his tongue. Relief

s in 60 seconds. A unique feature

e “flavor-timer.” As the Isuprel is

rbed a lemon flavor appears. When
appears— about five minutes later

le patient swallows the tablet.

I*

fa) /<X>

ISUPREL-FRANOL
tablets ( Isuprel HC1 10 mg.)
for adults;

ISUPREL-FRANOL
Mild tablets (isuprel HC1
5 mg.) for children:

One tablet every three or
four hours taken orally for
continuous control of bron-
chospasm in chronic asthma.
One tablet taken sublingual-
ly for sudden attack. “Fla-
vor-timer” signals when
patient should swallow.

Bottles of 100 tablets.

tnexcelled combination for pro-
ed bronchodilatation makes up the
rel-Franol core: benzylephedrine
(32 mg.), Luminal® (8 mg.) and

phylline (130 mg.). Swallowed, the

it works for four hours or more.

rel-Franol tablets are “. . . effec-

in controlling over 80% of

ents with mild to moderate
cks of asthma.” 1

omer, J. L., and DeRisio,
: Lahey Clin. Bull. 10:45,
Dec., 1956.

LABORATORIES
New York 18, N. Y.

“Flavor-timer” signals patients

when to swallow tablets

ISUPREL
Immediate effect sublingually -
for emergency use

LEMON “FLAVOR-TIMER"
Disappearance of flavor is the
signal to swallow

5

Theophylline
Luminal
Benzylephedrine

Sustained action — reduces fre-

quency and intensity of attacks

EL (BRAND OF ISOPROTERENOL), FRANOL AND LUMINAL (BRAND OF P H E N O B A R B ITA L ) ,
TRADEMARKS REG. U. S. PAT. OFF.
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MAJOR MEDICAL MEETINGS . . . 1958

LOCAL

Mon.. Feb. 3. Providence Medical Association. Regular
meeting. R. I. Medical Society Library, 8:30 P.M.

'l ues.. Feb. 25. Malpighian Medical Society. Aurora Club,

9:00 p.m.

Mem., March 3. Providence Medical Association. Regular
meeting. Medical Library, 8:30 p.m.

Tues.. March 25. Malpighian Medical Society. Aurora
Club, 9:00 P.M.

Mon.. April 7. Providence Medical Association. Regular
meeting. Medical Library, 8:30 P.M.

Wed., April 23. Rhode Island Hospital Research Day.
Rhode Island Hospital. All day.

Tues.. April 29. Malpighian Medical Society. Aurora
Club, 9:00 P.M.

lues.-Wed., May 1 1-14. ANNUAL MEETING. Rhode
Island Medical Society. Medical Library.

Tues., May 27. Malpighian Medical Society'. Aurora
Club, 9:00 P.M.

Thurs.-Sat., Sept. 25-27 . American Academy of Cerebral
Pals). Sheraton-Biltmore, Providence.

Mon., Oct. 6. Providence Medical Association. Regular
meeting. Medical Library, 8:30 P.M.

Wed., Oct. 1 5 (pending). Annual Isaac Gerber Oration.
Miriam Hospital, 8:30 P.M.

Tues., Oct. 28. Malpighian Medical Society. Aurora Club.
9:00 p.m.

Wed.. Oct. 29 (pending). Annual John F. Kenney Clinic
Day. Pawtucket Memorial Hospital.

Mon., Sot . 3. Providence Medical Association. Regular
meeting. Medical Library, 8:30 P.M.

Mon., Dec. I. Providence Medical Association. Regular
meeting. Medical Library, 8:30 P.M.

REGIONAL
and

NEW ENGLAND STATES
March 24-26. New England Hospital Assembly. Statler

Hotel, Boston, Massachusetts.

April 10-May 1. Connecticut State Medical Society.
Stratford, Connecticut.

May l‘J-22. Massachusetts Medical Society. Statler Hotel,
Boston, Massachusetts.

June 22-24. Maine Medical Association. Samoset House,
Rockland, Maine.

Sept. 6-b. New Hampshire-Vermont Medical Societies.
Lake Carleton Club, Pike, New Hampshire.

\ot . 4-6. New England Postgraduate Assembly. Statler
Hotel, Boston, Massachusetts.

NATIONAL
Medical — Surgical

March 10-1 3. International Congress of the International
College of Surgeons. Ambassador Hotel, Los Angeles,
California.

March 24-2 5. American Academy of General Practice.

Dallas, Texas.

April 22-24. Industrial Medical Association. Atlantic
City, New Jersey.

April 28-May 1. American College of Physicians. Atlan-
tic City', New Jersey.

June 23-27. AMERICAN MEDICAL ASSOCIATION.
San Francisco, California.

Oct. 5-10. American College of Surgeons. Conrad Hilton
Hotel, Chicago, Illinois.

Dec. 2-5. AMERICAN MEDICAL ASSOCIATION
(Clinical Meeting). Minneapolis, Minnesota.

Specialized Fields

Feb. 1-6. American Academy of Orthopedic Surgeons.
Waldorf Astoria, New York, New York.

Feb. 3-5. American Academy of Allergy. Bellevue-
Stratford Hotel, Philadelphia. Pennsylvania.

April 20-22. American Academy of Pediatrics (Spring
Session). Hotel Statler, New York, New York.

April 21-2 3. American College of Obstetricians and
Gynecologists. Statler Hotel, Los Angeles, California.

April 22-24. American College of Allergists. Hotel Shel-
burne, Atlantic City, New Jersey.

April 28-May 1. American Urological Association. Hotel
Roosevelt, New Orleans, Louisiana.

May 5-7. American Society for Clinical Investigation.
Atlantic City', New Jersey.

May 12-16. American Psychiatric Association. San Fran-
cisco, California.

May 16-18. American Association for Thoracic Surgery.
Hotel Statler, Boston, Massachusetts.

May 20-24. American College of Cardiology. Chase Park
Plaza Hotel, St. Louis, Missouri.

May 25-31. World Congress of Gastroenterology. Shera-
ton Park Hotel, Washington, D. C.

June 18-22. American College of Chest Physicians. Fair-
mont Hotel, San Francisco, California.

June 20-July 3. American Proctologic Society. Los An-
geles, California.

Oct. 12-17. American Academy of Ophthalmology and
Otolaryngology. Palmer House, Chicago, Illinois.

Oct. 20-23. American Academy of Pediatrics. Palmer
House, Chicago, Illinois.

Oct. 21-24. American Society of Anesthesiologists, Inc.
Penn-Sheraton Hotel, Pittsburgh, Pennsylvania.

Oct. 24-28. American Heart Association. San Francisco,
California.

Oct. 27-31. American Public Health Association. St.

Louis, Missouri.

Dec. 6-11. American Academy of Dermatology and
Syphilology. Palmer House, Chicago, Illinois.
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LIVING TRUST — liis ticket to earlier retirement

This doctor wrote his own prescription for

retirement 18 years ago. Thanks to Living Trust,

he not only planned his early retirement but laid

the groundwork for his family s future security

as well.

The fact that a Living Trust serves an important

dual purpose — providing a retirement fund plus

protection and security for the family — makes it

doubly attractive to the professional man.

Hospital Trust will gladly show you the many
additional benefits and great flexibility of this

modern pre-retirement plan. Both life insurance

and securities can be used to create the principal

of the trust. And Living Trust offers still another

Xew England's Oldest Trust Company

Founded in 1867

OFFICES IN PROVIDENCE • CRANSTON • EAST GREENWICH •

Member Federal Reserve System •

adxantage in that it is easil\ tailored to meet your
own income requirements.

W hy not find out more about a Living Trust by
arranging a meeting with one of our Trust officers

at 15 Westminster Street, Providence, at a time

and place of your choosing? He'll be glad to

explain how a Living Trust can he designed to fit

your particular situation. Or contact the manager
of the branch office nearest you.

EAST PROVIDENCE NEWPORT • PAWTUCKET • WOONSOCKET

Federal Deposit Insurance Corporation



overwhelmingly specified

by generalists and specialists

METICORTEN'
prednisone

a standard steroid

overwhelmingly acclaimed

. Internists in rheumatoid arthritis, rheumatic fever and
systemic lupus erythematosus

. Allergists in urticaria, angioedema, drug reactions and
allergic rhinitis

. Ophthalmologists in uveitis, choroiditis and chorioretinitis

. Dermatologists in pemphigus, erythema multiforme, atopic

eczemas and contact dermatoses

. Chest Physicians in bronchial asthma, pulmonary fibrosis

and emphysema

and by general practitioners for virtual absence

of salt retention

Meticorten, 1, 2.5 and 5 mg. white tablets

r C~ ) \

C7~
SCHERING CORPORATION • BLOOMFIELD, NEW JERSEY
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Butterfield's

DRUG STORE
Corner Chalkstone & Academy Aves.

ELMHURST 1-1957

Curran & Burton, Inc.

INDUSTRIAL
AND WHOLESALE

COAL OIL
17 CUSTOM HOUSE STREET

PROVIDENCE, R. I.

DExter 1-3315

TASTY-MONIALS
i

(Shamelessly Culled

WARWICK
CIU»

From the Classics)

"The sum of earthly

bliss."

—Milton

"Pleasing ware is

half sold."

—Herbert

Wherever you go

forget your telephone

calls. We'll take them

for you, day or night.

MEDICAL BUREAU
of the

Providence Medical Association



When oral tetracycline was administered

to patients with various respiratory

infections, including bronchial pneumonia,
lobar pneumonia, acute and chronic

bronchitis, asthmatic bronchitis,

. . antibiotic effectiveness could be

clearly demonstrated from somewhere
between 64 per cent and 85 per cent of

these cases. These figures include 10 cases of

long-term therapy, in all of whom therapy
was felt to be beneficial. . . . Evidence of toxicity,

side reactions and allergic responses were
gratifyingly milder and less frequent. .

IN PNEUMONIA
AND BRONCHITIS
TETRACYN V

POTENTIATED TETRACYCLINE

oral tetracycline now activated for higher,

faster blood levels

Bottles of 16- and 100, each capsule containing

potentiated tetracycline equivalent to 250 mg. of

tetracycline hydrochloride.

1. January, H. L.; White, C. S.; Stewart, D. B., and
Massey, R. U.r Antibiotics Annual 1954-1955, New York,
Medical Encyclopedia, Inc., 1955, p. 625.

Pfizer Laboratories

Z@¥*) Division
,
Chos. Pfizer & Co., Inc.

Brooklyn 6, N. Y.

CAPSULES
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AMES

CLINIQUICK
CLINICAL BRIEFS FOR MODERN PRACTICE

just wet . . . . . . and read

does proteinuria occur more frequently in any type

of heart failure—myocardial hypertrophy, mitral valve,

coronary artery, aortic valve or hypertensive heart disease

?

No. The incidence of proteinuria is about equal among the various

types of cardiac patients in failure.

Source—Race, G. A.; Schcifley, C. H., and Edwards, J. E.: Circulation 13: 329, 1956.

first colorimetric test for proteinuria

ALBUSTIX
TRADEMARK

also available as

ALBUTEST

Reagent Strips. Bottles of 120.

Reagent Tablets. Bottles of 100 and 500.

(A AMES COMPANY, INC • ELKHART, INDIANA
Ames Company of Canada, Ltd., Toronto 4 5 s 5 s
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• debilitated

• elderly

• diabetics

• infants, especially prematures

• those on corticoids

• those who developed moniliasis on previous
broad-spectrum therapy

• those on prolonged and/or
high antibiotic dosage

• women—especially if pregnant or diabetic

the best broad-spectrum antibiotic to use is

MYSTECLIN-V
Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) Sumycin plus Mycostatin

for practical purposes, Mysteclin-V is sodium-free

for “built-in” safety, Mysteclin-V combines:
1. Tetracycline phosphate complex (Sumycin) for superior

initial tetracycline blood levels, assuring fast transport of

adequate tetracycline to the infection site.

2 . Mycostatin—the first safe antifungal antibiotic—for its

specific antimonilial activity. Mycostatin protects

many patients (see above) who are particularly prone to monilial

complications when on broad-spectrum therapy".

MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH
Capsules (250 mtr./250,000 u.), bottles

of 16 and 100. Half-Strength Capsules
(125 mpr./125,000 u.), bottles of 16

and 100. Suspension (125 mtr./125,000

u.), 2 oz. bottles. Pediatric Drops (100

mg./100,000 u.) f 10 cc. dropper bottles.

Squibb

Squibb Quality—
the Priceless Ingredient

•MYSTECLlN, * •MYCOSTATIN-, * AND ’SUMYCIN' ARE SQUIBB TRADEMARKS

25 PATIENTS ON
TETRACYCLINE ALONE

25 PATIENTS ON
TETRACYCLINE PLUS MYCOSTATIN

Before therapy

After seven days

of therapy Before therapy

After seven days
of therapy

• • • •
• • • • •
• • • • •

m
Monilial overgrowth (rectal swab) None Scanty 0 Heavy

Childs, A. J.: British M. J. 1:660 1956.
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ONLY
ONE

TABLE'

a new chapter in sulfa therapy

New authoritative studies show that Kynex dosage can be reduced even further than that

recommended earlier.
1 Now, clinical evidence has established that a single (0.5 Gm.) tablet

maintains therapeutic blood levels extending beyond 24 hours. Still more proof that Kynex
stands alone in sulfa performance—

• Lowest Oral Dose In Sulfa History— 0.5 Gm. (1 tablet) daily in the usual patient for

maintenance of therapeutic blood levels

• Higher Solubility— effective blood concentrations within an hour or two

• Effective Antibacterial Range— exceptional effectiveness in urinary tract infections

• Convenience -the low dose of 0.5 Gm. (1 tablet) per day offers optimum convenience

and acceptance to patients

1. Nichols. R. L. and Finland. M.: J_. Clin. Med. 49:410, 1957.



NEW DOSAGE. The recommended adult dose is 1 Gm. (2 tablets or 4 teaspoonfuls of syrup)

the first day, followed by 0.5 Gm. ( 1 tablet or 2 teaspoonfuls of syrup) every day thereafter,

or 1 Gm. every other day for mild to moderate infections. In severe infections where prompt,

high blood levels are indicated, the initial dose should be 2 Gm. followed by 0.5 Gm. every

24 hours. Dosage in children, according to weight; i.e., a 40 lb. child should receive !4 of the

adult dosage. It is recommended that these dosages not be exceeded.

TABLETS: Each tablet contains 0.5 Gm. (IV2 grains) of sulfamethoxypyridazine. Bottles of

24 and 100 tablets.

SYRUP: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfa-

methoxypyridazine. Bottle of 4 fl. oz.

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER. NEW YORK
*Reg. U. S. Pat. Off.
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when anxiety and tension "erupts'’ in the G. I. tract. .

.

IN ILEITIS

PATHIBAMATE
Meprobamate with PATHILON® Lederle

Combines Meprobamate (400 tug.) the most widely prescribed tranquilizer . . . helps control

the “emotional overlay” of ileitis — without fear of barbiturate loginess, hangover or
habituation . . . nnth PATHILON (25 ffig-) the anticholinergic noted for its extremely low toxicity

and high effectiveness in the treatment of many G.I. disorders.

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000.

•Trademark ® Registered Trademark for Tridihexethyl Iodide Lederle

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK
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"WHAT IS YOUR DIAGNOSIS?” *

— A CLINICOPATHOLOGICAL CONFERENCE —

SUMMARY OF CASE

Afifty-year-old housewife consulted her physi-

cian in July, 1956, because of abdominal pain

and a forty-pound weight loss of one year’s

duration.

Present illness: In November. 1954, shortly after

the accidental burning and death of a sister, the

patient’s menses ceased, she developed hot flashes,

and was subsequently treated with various hormone
preparations, both by mouth and by injection. In

July, 1955, she developed nausea and a full feeling

in the epigastrium after the ingestion of food. She

attributed these symptoms to the hormone treat-

ment and discontinued it in August, 1955. Her
symptoms continued, however, and she began to

lose weight. A gastrointestinal series and a gall-

bladder series were done in October, 1955, and

were reported as negative.

In November, 1955, she was admitted to a Diag-

nostic Clinic in Boston. At that time she complained

of a discomfort in the epigastric region, which
radiated to the left and right upper quadrants,

came on in the morning, was steady, and persisted

until retiring at night. On occasion it was noted

immediately after swallowing. Her appetite had

been good, but she stated that she had lost 25

pounds during the previous year, and that she spent

much of the previous six months in bed. Constipa-

tion, relieved by mineral oil, and cramps prior to

a bowel movement had been noted. Physical exam-
ination was significant for the presence of spider

angiomata over the upper anterior chest, negative

heart and lungs, hyperactive peristalsis of the ab-

domen, no local tenderness, and a normal rectal

examination. Laboratory data revealed hemoglobin
of 81% (12.6 grams), hematocrit 42, WBC 9,800-

polvs 65%, lymphocytes 27%, monocytes 7%,
eosinophiles 1%. Sedimentation rate 39 mm/hour
(Westergren), negative Hinton and Kahn, fasting

blood sugar 108 tngm.%, two-hour, post-prandial

*Prescnted at a meeting of the Providence Medical
Association, at the Rhode Island Medical Society Library,
October 7, 1957.

sugar 129 mgm.%
;
normal values were recorded

for blood urea nitrogen, blood proteins, cholesterol,

cholesterol esters, serum bilirubin, BSP test, thy-

mol turbidity, cephalin flocculation, and serum

amylase. Urinalyses were negative except for a

trace of protein on one occasion, specific gravities

ranged between 1.008 and 1.024. Electrocardio-

gram, gall-bladder series, barium enema, upper

gastrointestinal series, and proctoscopy revealed no
abnormality. A psychiatric consultant felt that the

patient had an emotional disturbance but not

of a severe degree. She was discharged and advised

to he treated with tincture of belladonna, dexedrine.

and amvtal.

Following her discharge from the Diagnostic

Clinic, the patient sought no further medical atten-

tion until she consulted her private physician in

July, 1956, for re-evaluation. At this time, her

presenting symptom was epigastric pain primarily

after eating, and she stated that she had lost a total

of 40 pounds in the previous year. The epigastric

pain was a daily occurrence, and was described as a

dull, heavy pain, not affected by position nor re-

lieved by bland foods. It never occurred at night.

Hot flashes were less bothersome than they had
been a year ago. She stated that she slept well, had
a good appetite but had become afraid to eat. Her
family life was said to be harmonious and happy.

Past history: No serious illnesses were recalled.

In October, 1954, she stated that she had two
attacks of severe chest pain, awakening her at night,

two nights in succession, lasting a few minutes and
followed by fainting. The pain radiated into both

arms, more so on the left. She perspired, but there

was no vomiting, and on each occasion, she sat up
in a chair all night.

Family history: Her mother died at age 39 of

“Bright’s disease,” her father died at age 60 of

pneumonia. One brother was living and well, one
sister had died of burns a year previously. Two
sons had asthma.

Physical examination was significant for a
continued on next page
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weight of 1 0IV2 pounds, compared with a normal

of 169 pounds. Blood pressure 140 80. Eyes, in-

cluding fundi, ears, nose, throat—negative. Xo or-

gans or masses could be palpated in the abdomen,

and no tenderness could be elicited.

Laboratory Studies: Hemoglobin 14.5 grams,

urinalysis. S.G. 1.001. Sugar and Albumen nega-

tive. \\ BC 11.000. differential normal; the ap-

pearance of the platelets and red cells was normal,

and no abnormal white cells were noted.

The patient was referred for a gastrointestinal

series, which revealed slight dilation of the esopha-

geal ampulla, but no evidence of any esophageal

hiatus hernia. The rugal folds of the stomach ap-

peared intact. The pylorus showed slightly in-

creased spasm. The duodenal cap filled and emptied

normally. The first portion of the duodenum was

redundant, hut showed no evidence of ulcerative

disease. There was considerable "puddling and

spasm" noted throughout the lower segments of

the small bowel. At one hour the stomach was

empty and the head of the meal was in the upper

loops of the ileum. It was concluded that there was

a motor disturbance throughout the lower loops of

the small bowel, but no evidence of organic dis-

ease. An intravenous cholangiogram showed a nor-

mal gall bladder and biliarv tree, and an intravenous

pyelogram revealed normal kidneys.

Further Course: In the subsequent eight months,

the patient was seen in her physician’s office fairly

regularly and was given symptomatic treatment.

Narcotics were required in January. 1957, when
the pain became increasingly severe. During this

time, her weight dropped to 1 16 pounds. Four sedi-

mentation rates (Wintrobe method) gave corrected

values of 30 to 33 mm hour. Her hematocrit re-

mained between 41 and 43. Several rectal examina-

tions were done during that time, and one benzidine-

positive stool was obtained. During these eight

months the pain became increasingly severe, tend-

ing to persist all day. Acute attacks occurred pri-

marily after eating. On one occasion, during an at-

tack of severe pain, a serum amylase was taken and
was 10 Units.

Because of the continued pain and weight loss,

the patient was admitted to the Rhode Island Hos-
pital on March 18. 1957. Physical examination at

that time was significant for: Temperature 99 de-

grees. pulse 100. respiration 16. blood pressure

140 80. Sbe appeared thin, depressed, but in no
pain. Her abdomen was flat and soft without masses
or tenderness.

Laboratory: \\ BC 12,050. with a normal differ-

ential. hemoglobin 11.2 grams, urine negative.

On March 19. 1957, an exploratory laparotomy

was performed. Exposure was excellent, the stom-

ach, duodenum, and esophageal hiatus appeared
normal. The pylorus appeared to be somewhat

RHODE ISLAND MEDICAL JOURNAL
thickened and hypertrophied. The gall bladder was

distended, it was aspirated, and after emptying

palpated and no caculi found. The biliary tract,

pancreas, large and small bowel, pelvic viscera,

kidneys, and spleen all appeared normal. A pyloric

myotomy and incidental appendectomy were per-

formed.

The patient had an uneventful post-operative

course and was discharged on the 12th hospital day.

Following discharge from the hospital, the pa-

tient continued to complain of pain of intensity

more severe than prior to the surgery. It was local-

ized to the area of the incision, and required pe-

riodic Demerol. She was placed on a strict Sippy

diet without any improvement. She became com-

pletely obsessed by her abdominal pain, and on

April 15, 1957. after a psychiatric consultation, it

was decided to have her admitted to a psychiatric

hospital. Examination that evening revealed no new
physical findings, other than a rectal temperature of

100 degrees. The patient was found dead in bed the

following morning.

Herman A. Lawson, m.d., Moderator

Director of Professional Services,

V. S. Veterans Hospital, Providence

Your Program Committee has arranged another

Clinicopathological Conference, because these ex-

ercises have been well received, and there are sev-

eral reasons for that. It is a sporting event, de-

scribed by one speaker as something between a

horse race and a lynching. Those who have par-

ticipated in similar programs understand what he

meant by that remark. They also provide a maxi-

mum opportunity for audience participation and,

of course, everybody is welcome to make comments
or ask questions. Those who care to venture, before

Doctor Meissner tells us the answer, are invited

to say what they think the diagnosis may be.

W e are very fortunate in having here tonight,

to discuss this problem, two distinguished gentle-

men. As you know, Doctor Claude Welch, of Bos-

ton, is Clinical Associate in Surgery at 1 harvard

Medical School, and visiting surgeon at the Massa-

chusetts General Hospital in Boston, and Doctor

Perry J. Culver, of Boston, is an Associate in

Medicine at the Harvard Medical School, and visit-

ing physician at the Massachusetts General Hos-
pital in Boston.

It has been suggested that I read the abstract as

it has been given to you. I think in order to save

time, that I will summarize it. and it is possible to

summarize it very easily and briefly, because this

fifty-year-old woman had abdominal pain that

plagued her for twenty-two months, and nobody
could find out what caused it. Her past history was
quite unremarkable, and her physical examination
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repeatedly was very disappointing in that it gave

no leads.

laboratory work was negative, and all of her

X rays were unrevealing, and so the doctors who
had to hear the responsibility for the care of this

woman, had little help from the ordinary methods

we employ in diagnosis.

Finally, and, understandably, she was subjected

to an exploratory laparotomy, in the hope that

something might he discovered by this means that

would permit of a diagnosis, and enable some kind

of curative therapy to he instituted. But the lapa-

rotomy was also remarkably negative.

The patient was finally to be admitted to a psy-

chiatric hospital, because she had become obsessed

by the abdominal pain. Before she was admitted,

she was found dead, in bed.

Now, the past history was not entirely negative.

There are two points that I noted in her past his-

tory ;
namely, that seven or eight months before her

epigastric pain began, she suffered a severe emo-

tional shock, following which menstruation ceased,

and she developed typical symptoms of the meno-

pause, for which she received the usual treatment

When her epigastric discomfort developed, it was
attributed to the medicine which she was receiving,

but when she discontinued it, the pain continued.

About a month before that, in October of 1954, she

stated that she had had two attacks of severe chest

pain which awakened her at night, for two nights

in succession, lasting a few minutes and followed

by fainting. The pain radiated into both arms, more
so to the left. She perspired, but there was no

vomiting, and on each occasion, she sat up in a

chair all night.

Subsequently, she was found to have a perfectly

normal electrocardiogram.

She went to a diagnostic clinic in Boston where,

on physical examination, it was noted that she had

spider angiomata over the upper anterior chest.

Laboratory tests of all kinds were repeatedly nega-

tive, except for a persistently elevated sedimenta-

tion rate, which ranged from 30 to 38 m.m. per

hour by the Westergren method. She had several

X-ray examinations in Providence and in Boston,

of the gall bladder and alimentary tract, which re-

vealed nothing except a slight dilatation of the

esophageal ampulla, hut no evidence of an esopha-

geal hiatus hernia. The rugal folds of the stomach

appeared intact. The pylorus showed slightly in-

creased spasm. The duodenal cap filled and emptied

normally. The first portion of the duodenum was

redundant, but showed no evidence of ulcerative

disease. There was considerable “puddling and
spasm” noted throughout the lower segments of

the small bowel. At one hour, the stomach was
empty and the head of the meal was in the upper

loops of the ileum. It was concluded that there was

a motor disturbance throughout the lower loops of

the small bowel, hut no evidence of organic disease.

An intravenous cholangiogram showed a normal

gall bladder and biliary tree, and an intravenous

pyelogram revealed normal kidneys.

In spite of all of these negative findings, her pain

was very persistent. It began in the epigastrium,

and initially, radiated to the right and left, hut

never through to the hack, so far as we know.

The pain started in the morning and continued

throughout the day. As time went on, she observed

that it was precipitated by eating, so that although

her appetite remained good, she refrained from eat-

ing. because of the fear of the pain produced, and

consequently, she lost a great deal of weight, forty

or fifty pounds or more. Eventually, during the last

few months of the illness, the pain became so severe

that the doctors were obliged to give her opiates,

Demerol and other medicines.

A doctor: I believe some occult blood was found,

and I wonder if that particular phase was followed

up with subsequent studies.

She also gave a history of dysphagia, which

seemed to he prominent in the protocol and she

was afraid to eat because of that difficulty, i am
wondering if there wasn’t the possibility of a lesion

in the esophagus that could have perforated and
was the cause of sudden death.

Chairman Lawson: What kind of a lesion?

A doctor: Well, it could be a chronic ulcer. It

could be a carcinoma.

Doctor Lambiasc: This little bulge that you see

on the film here, is a dilated ampulla, I believe. It

doesn’t look like a hernia. None of the other films

shows that.

There doesn’t seem to be anything else here at

this time, which was in September.

Chairman Lawson: I meant to ask you, at what
date were these films taken?

Doctor Lambiasc: On the tenth of July of 1956.

Chairman Lawson: This was eight months lie-

fore she died ?

Doctor Lambiasc: She had subsequent ones tak-

en at the hospital which looked just about the same.

There hadn’t been any change, as far as we could

find out.

I)r. Culver, do you want to start this discussion?

Perry J. Culver, m.d., of Boston

Associate in Medicine, Harvard Medical School;

Visiting Physician, Massachusetts General

Hospital

This case is almost the perfect crime, and instead

of discussing the differential diagnosis of abdom-

inal pain, I think I shall go right to the end and

discuss the differential diagnosis of sudden or

almost sudden death.
continued on next page
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There is a twelve-hour period of mystery here

for which we have no observations. I f we consider

the elimination of violent death, such as suicide,

which I assume did not take place, in spite of the

fact that she was going to a mental institution, we
then have to consider what possibility might be

the explanation for a sudden and unexpected de-

mise.

First of all. we can take conditions that involve

the brain. There might be a sudden hemorrhage,

from a congenital aneurysm. There is nothing here

that would lead to any such diagnosis being sus-

pected. The patient has not had previous warning

headaches, and it would not explain the abdominal

pain.

\Ye might also have hemorrhage into a metastatic

lesion into the brain. This patient has had a rather

remarkable weight loss, a total of fifty-three

pounds, over twenty-two months. It is perfectly

easy to blame this on the fact that she was afraid

to eat. but it might also mean that there is under-

lying progressive serious and malignant disease,

which, in spite of the best efforts of a competent

surgeon, was not discovered in the abdominal cav-

ity ; it might have been in the retroperitoneal space.

Doctor Lawson has brought out that there was

no hack pain, which is usually a sign suggesting

that. And we entertain this as a possibility only, but

not a serious one. Could there have been a sudden

embolus to the brain or a sudden thrombosis?

Usually, the exit is not quite as rapid as this, hut

it might possibly he.

W e have to consider the possibility of a peri-

pheral vascular disease, or arterial disease, and this

patient, although she is only fifty, has had no evi-

dence of a real hypertension, and there is no history

to suggest diabetes.

These are the major possibilities of intracranial

pathology leading to sudden death, if we are going

to postulate arterial or vascular disease, in a fifty-

year-old woman.
Next, we have to consider the various cardio-

vascular accidents, which might have taken place.

In 1954, which was about two years or two and a

half years before the onset of death, she had two
attacks, which might have been the pain of coronary

artery disease. However, there are a few peculiar

things about these attacks. One is that she wanted
to sit up. I take it she chose to sit up at night,

rather than to lie down. This is not a completely

excluding diagnostic feature of anginal pain, but

in general, in anginal pain the patient does want
to lie down.

In anginal hernia, the patient wants to sit up.

Perhaps the severe pain could come from gall-

stone colic, again severe enough to cause shock or,

at least, fainting and sweating.

Whether the patient wanted to sit up or lie down.
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I think does not help in the differential diagnosis of

the causes for pain in the chest.

Perhaps we have partially but not completely

ruled out a myocardial infarction shown by the

normal electrocardiogram.

\\ e have no really good explanation for the pain

in the chest. To date, we have no explanation for

the pain in the abdomen. In addition to the possibil-

ity of acute myocardial infarction, we have to con-

sider the possibility of an acute attack of ventric-

ular fibrillation.

I don’t know how we can make this diagnosis.

I here is nothing to give us the clue to that, hut of

course, it is another cause of sudden death.

Then, we have next to consider the possibility of

embolic phenomena, such as a massive pulmonary

embolus.

\\ e have little or no clues as to the site of origin

of a pulmonary embolus. And there is nothing to

suggest a thrombophlebitis in the leg. A retro-

peritoneal tumor sometimes leads to thrombotic

episodes, hut we have very little evidence of a retro-

peritoneal tumor. We do have abdominal pain,

which is not exactly characteristic of that. Never-
theless, we have to keep in mind the possibility of

a massive embolic phenomenon.

Third, we have to consider a vascular accident of

the major blood supply, in particular, of the aorta,

such as a dissecting aneurysm. Here again, pain is

not characteristic of an aneurysm which is dissect-

ing. The pain that she had two years earlier, going

up to the arms, could possibly represent a small

dissection. Subsequently, sudden death could have

resulted from a massive hemorrhage from an aneu-

rysm. or could have resulted from dissection of the

aneurysm, in the abdominal cavity. I think this has

to be considered seriously, if we are going to try to

work out an explanation for the abdominal pain,

and 1 will come hack to that in a moment.

A final possibility is massive hemorrhage some-

where. Again, we lack clues as to the site of the

massive hemorrhage. \\ e know that a certain per-

centage of gastrointestinal lesions, perhaps ten per

cent or so, can bleed massively, and we never find

the cause, even at operation, such as bleeding from
a small angiectasis, for example, hut whether it

would cause sudden death from gastrointestinal

tract bleeding, without warning, I am not sure, and
I doubt if that can be the case.

We are left pretty much up in the air. in trying

to explain this sudden death.

We have these various possibilities. How can we
combine these with abdominal pain? This pain is a

little peculiar. It does not awaken her at night. It

is there all day long. In general, I think in practice,

when you have a patient who is never awakened at

night by pain, and who insists that the pain persists

all day long, and particularly, if the patient is emo-
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tionally disturbed, all of us are going to continually

fall into the trap that this is functional disease
;
and

it seems to me, in spite of the fact that she was
found dead in bed, we will have to consider this

could he functional disease, explaining her abdom-

inal pain.

There is a slight clue, perhaps, in that the ab-

dominal pain was made worse by eating; this sug-

gests that the act of eating put a strain upon the

blood supply to the intestinal tract, and we have

something like abdominal angina. This could mean
that there is a disease involving the celiac axis,

impairing the blood supply to a limited extent, not

sufficient to be discovered at exploration, but still

sufficient to give her abdominal pain, when the

blood supply had to be increased by eating. This
may be the clue to what occurred finally.

There is one other possibility which we may add

to this. I refer to the bizarre X-rav picture of the

small bowel. I wonder if we may see the X rays of

the small bowel and stomach.

Doctor Lambiase: These are the films of the

small bowel. The changes that are seen are in the

middle portion of the small bowel. Other films show
a pretty normal jejunum.

Doctor Culver: Do you think those changes in

the small bowel are due to dilatation and swelling

of the mucosa, or are they due to a deficiency

pattern ?

Doctor Lambiase

:

I don’t think it is as marked as

that
;

I think it is more likely that the changes you
see are due to edema of the submucosa. Sometimes,

this is just a functional disturbance. Even in the

case of a psychoneurosis, changes like these have

been recorded.

Doctor Culver: Thank you very much. I know
that some psychiatrists report a slight leukocytosis.

This patient has around 12.000 count, and I am not

sure that the sedimentation rate has been reported.

I would still like to speculate that the bowel changes

may he associated with disturbances of circulation

to the bowel, which could give a pattern somewhat
like this. We have seen a few cases, where embo-
lectomy was done in the mesenteric artery, and the

patients survived without having to have any resec-

tion of the small bowel
;
subsequently they devel-

oped a sprue-like syndrome, with an abnormal

small bowel pattern. Obviously, in those cases, the

small bowel pattern was more severely disturbed

than here, hut this may be a minor degree of the

same thing.

Spider angiomata are supposed to he seen in

parenchymal diseases of the liver, unless the patient

is pregnant. Possibly, a few spiders may he seen in

people who do not have liver disease. Whether the

hormone therapy was sufficient to produce spiders,

I am not sure. It is possible that we could explain

the spiders in that way. Parenchymal disease of the

liver seems to be ruled out by a battery of tests.

We know it is not one hundred per cent so, but it

makes it fairly certain that there is no liver disease.

Again, it does not explain the course this patient

followed.

Occasionally, with pancreatic insufficiency, we
may see an abnormal pattern in the small bowel.

We certainly get bizarre pains, with chronic pan-

creatitis, but in looking at these films, I didn't see

anything suggestive of calcification of the pancreas.

Again, she did not have the hack pain usually asso-

ciated with it.

There is nothing to suggest steatorrhea or the

diarrhea of pancreatic insufficiency. She did not

have any of the laboratory evidence of the more
acute pancreatitis.

It is pretty hard to feel that we had a carcinoma

of the pancreas, with a normal glucose tolerance

test.

As you well know, there is no good test for car-

cinoma of the pancreas, but a glucose tolerance

test, which may he 50 per cent, particularly with

carcinomas of the body and tail, is one of the best

clues that we have
;
and I was looking for a car-

cinoma of the pancreas to explain a metastatic

lesion.

So in summary, we have to say that we have a

fifty-year-old woman with a twenty-two months’

history of rather unusual abdominal pain. This

pain changed its character, after surgery, and went

to the scar
;
apparently, it left its original site, and

that bothers me. There is one possible explanation,

namely, that various people who have investigated

abdominal pain, have found that referred pain from

the abdominal viscera is sometimes referred after-

wards to a scar in the abdomen, rather than to the

original site.

For instance, patients who have had a gall blad-

der operation may refer ulcer pain, or may refer

appendiceal pain, to the gall bladder scars. Also,

the appendiceal scar may he the site of reference
continued on next page

Let us then blush, in this so ample and so won-

derful field of nature (where performance still

exceeds what is promise) to credit other men’s

traditions only, and thence commence uncertain

problems to spin out thorny and captious ques-

tions. Nature herself must be our advisor; the path

she chalks must be our walk; for so while we con-

fer with our own eies, and take our rise from

meaner things to higher, we shall at length be re-

ceived into her closet — secrets.

Preface to Anatomical Exercitations

Concerning the Generation of Living

Creatures, 1653-

William Harvey
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for pain arising from lesions in various parts of

the gastrointestinal tract.

So it is perfectly possible that the pain which

originally arose, apparently in the small bowel and

in the upper abdomen and stomach, was later re-

ferred to the scar.

So we have to postulate that this patient had a

lesion which gave her this pain steadily, all day

long, aggravated by meals, and that it led to sudden

death. I am going to stick my neck out and say that

she had an aneurysm, which gradually dissected

down, impairing the blood supply of the small

bowel for a period of time, slowly cutting it off.

and then during the night the aneurysm ruptured,

and that was the cause of death.

Chairman Lawson: Doctor Welch, we should

now like to hear you discuss this patient.

Claude E. Welch, m.d., of Boston

Clinical Associate in Surgery, Harvard Medical
School; Visiting Surgeon, Massachusetts General

Hospital

I think that it is quite apparent to all of you that

no one could make a reputation in clinical patholog-

ical conferences after reading over this case. I re-

cently concluded that this patient must have some
organic disease, or we wouldn't have been invited

down here, at the price of two dinners, to discuss a

patient who had nothing. That, of course, helps a

good deal, because it limits the held considerably.

Now, I was very much impressed with Doctor

Culver's discussion of this whole problem. I

thought 1 would approach it from a slightly differ-

ent point of view
;
that is, what lesions may he

present that can lead to death, and yet at the time

of an exploratory laparotomy, remain undiscov-

ered ?

In the first place, 1 think it is probably correct

to say that this patient’s underlying lesion arose

from the abdomen. We can think, for example,

that it might have been a peculiar spinal cord tumor,

which produced the severe epigastric pain. And yet.

over a two-year period, it would be quite unlikely.

\\ e can also think of rather bizarre chest lesions

producing this pain. But. again, they would be

rather unusual.

I think that we should restrict ourselves to the

consideration of the abdominal lesions.

Now, the outstanding features in this clinical

history are very few. As I wrote them down, they

are : epigastric pain ; loss of weight, a rather high

sedimentation rate
;
there were these rather mini-

mal changes in the small bowel, and then the sud-

den death.

W hat lesions could produce these signs and
symptoms and yet not he discoverable on lapa-

rotomy ?

There are three groups of cases, I think, that we
ought to consider. The first would be the inflamma-
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tory lesions, next would he the malignant lesions,

and third, the vascular.

Now, if there is an inflammatory lesion that

could cause the death of the patient, it again seems

to me there are only two that would he worth

considering

:

1. Pancreatitis.

This story is in some respects not a typical one

for pancreatitis
;
yet we must remember that the

exploratory laparotomy was done and it was done
very carefully

;
it was done on a thin woman, so

the chances of picking up any occult lesions should

have been good.

1 know that the surgeon must have palpated the

pancreas carefully. He noted the distended gall

bladder, which probably made him suspicious of

carcinoma of the duct or the head of the pancreas,

and yet he could feel nothing.

With death such a short time after, and the lady

having had the pain for over a year before the

operation, it seems to me something should have
been felt in the pancreas.

The second possible lesion that she could have,

of an inflammatory nature, would he a gastric ulcer.

It is quite usual to find some gastric ulcers that are

very difficult to discern, even at the time of the

operation ; unless the stomach is opened, they may
not be detected at all.

Some of these patients may have a great deal of

pain from gastric ulcer that has remained un-

detected. That is a possibility
;
yet. again, it is a

queer one, because this lady had had the symptoms
for such a long period of time that the chances of

discovering a gastric ulcer, particularly when the

surgeon is looking for something of that nature,

should have been very high. Therefore, I am not

very well pleased with either one of those possible

diagnoses.

The next question should he : Did this patient

have a cancer of some type? If so, it would have

to involve one of three organs
;
the stomach, pan-

creas or liver.

But there are arguments against these. I well

remember one case of cancer of the stomach that

we explored.

At biopsy of the stomach, there was found abso-

lutely nothing, after gastrotomy. We sent the pa-

tient home, where she died a year later of cancer

of the stomach. That patient took quite a while to

die, whereas this patient died soon after the lapa-

rotomy.

I think the terminal lesion must have been well

established at the time of operation. I doubt very

much that the surgeon would have overlooked can-

cer of the stomach. The same is true of cancer of

the pancreas. The pain should have been quite ex-

tensive, and the cancer should have been easy to

palpate. There could have been carcinoma hidden in

continued on page 32
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I
N the preface to his handbook, Rokitansky ex-

pressed his conviction that pathologic anatomy

is not only the foundation of medical science, but

also must he the basis of medical practice. Some
eighty years later, however, William H. Welch

maintained "that from the school of pathologic

anatomy most admirable physicians have come, hut

that the study of function is essential to make the

good doctor.” 1 cannot refute the validity of this

statement in its entirety
;
yet I want to take issue

with the disjunction, that little word "but,” which

indicates not only an antagonism between the two

compounded assertions, but also implies a superior-

ity of the latter over the former. I cannot agree

upon an antithesis between the study of form and

function, and certainly cannot accept the thesis that

investigations of function have been more useful

for the advancement of medicine than those con-

cerned with structure. I do not negate that patho-

logic anatomy was primarily devoted to the study

of the final morphologic changes in human disease,

but I believe that just this orientation has greatly

contributed to the progress of medicine in the past.

What is at issue today is the contention, most force-

fully expressed in a recent editorial of the J .A.M.A.

that the morphologic approach to the comprehen-

sion of human disease has outlived its usefulness,

that the ascertainable facts have been gathered and

that no new information can be expected to come
from the antiquated discipline of classical observa-

tional pathologic anatomy.

In order to comprehend the role pathologic anat-

omy plays in medicine today and will, as I hope,

play for some time to come, it might be appropriate

to review as briefly as possible the period in which

pathologic anatomy developed until it assumed the

dominant position which contributed so much to the

progress of scientific medicine in the past century.

Medicine in the great empires of the East, Baby-

*The tenth Dr. Isaac Gerber Oration delivered at Miriam
Hospital, Providence, Rhode Island, October 16. 1957.

Ionia and Egypt, lacked anatomic foundation. This

is the more remarkable because the Egyptians had

embalmed corpses for thousands of years and in

this practice they should have been able to acquire

considerable information of the internal structure

of the human body. In fact, authors of later Roman
antiquity, such as Plinius, credit the kings of old

Egypt with having stimulated anatomic investiga-

tions for the purpose of inquiry into the causes of

disease. However, the facts known of the formation

and functions of the human body which can he

gathered from the original sources, the papyri of

Ebers and Edwin Smith, are very meager and do

not include much more than a distinction by name
of the individual organs. This lack of information

is not surprising if one considers the technique by

which insight was gained into the body cavities.

Herodotus and Diodorus report that in embalming,

the organs were torn out through a small incision

in the flank which made impossible the recognition

of their mutual interconnections. Egyptian ana-

tomic and physiologic doctrine remained, therefore,

entirely speculative. The basic idea (Grapow)
which can he abstracted from the original sources,

of a channel system, originating in the heart and

carrying air and liquids, such as blood, urine, tears,

sperm and solid matters, such as feces, hears no

resemblance even to the primitive theories of the

Greeks and Romans.

The dependence of the practice and science of

medicine upon anatomy and physiology is axiomatic

in today’s medical thinking. It is. therefore, appro-

priate to inquire whether the relatively highly ad-

vanced nosology of Hippocrates and of the subse-

quent centuries was already founded upon adequate

knowledge of the form and function of the human

body. It has been generally accepted in modern

times that medicine in ancient Greece could not

develop upon this foundation because of religious

interdiction and was, therefore, dominated by the

metaphysical belief in a perfect or imperfect mix-

ture of the speculative four humores of the human

body. But Sigerist goes further and maintains that

the ancient Greek physicians were indifferent to

anatomic explanations of human disease. “This

ananatomic tendency was characteristic throughout
continued on next page
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the entire evolution of Greek medicine." 1 But

medicine, which had rigidly followed the doctrines

of antiquity for more than a thousand years, be-

came vitalized in the thirteenth century by anatomic

inquiry. It would he difficult to understand this

orientation if there had not existed a trend in that

direction in times past. And indeed anatomy and

physiology had already entered into the system of

medicine since Herophilus and Erasistratus in the

fourth century B.C., and even pathologic-anatomic

observations can he traced to their investigations.

Although the practice of human dissection was

abandoned soon after the collapse of the Ptolemaic

kingdom, anatomic considerations for the compre-

hension of human disease survived. It is mainly

Galen who pursued the idea that symptoms of

diseases can and must be correlated with alterations

of the form and function of the human body. He
clearly expressed this belief in his most important

diagnostic work, On the Affected Parts, with the

words: “There are very few essential symptoms

of disease which do not point to the affected part.

Indeed, the alterations of function indicate only the

affected part .” 2 This fundamental cognitive prin-

ciple of clinico-anatomical correlation was subse-

quently forgotten in favor of Galen’s speculative

humoral theories. But it was reawakened in the

thirteenth century when religious objections against

dissection of the human body began to relax and it

stimulated the curiosity of enlightened physicians

who performed post-mortem examinations on the

bodies of their deceased patients for a better under-

standing of the symptoms observed at the bedside.

Thus systematic descriptive and pathologic anat-

omy developed simultaneously. In fact, the great

anatomists of the sixteenth and seventeenth cen-

turies. Yesalius, Eustacchio and Bartholin, were

deeply interested in the problems of morbid anat-

omy. termed practical anatomy.

The practice of autopsies for the disclosure of

the cause of death became more frequent and was

vigorously demanded by the progressive physicians

of that period and by philosophers, such as Francis

Bacon, who advocated the performance of autop-

sies of deceased, comparative anatomy, as he called

it. Yet it took nearly two hundred years until the

fundamental value of pathologic anatomy for medi-

cine was fully appreciated. Only after the false

physiologic doctrines of Galen had been over-

thrown by the discoveries of the great physiologists

'An ihrem ananatomischen Charakter bat die griechische

Medicin wahrend ilirer ganzen Entwicklungszeit fest

gehalten.

2 I1 existe tres peu des signes propres des affections meme.
cpii n'indiquent pas la lieu affectee. En effet, les lesions de

la fonction indiquent seulement la partie affectee. CDarcm-
berg’s translation.)
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of the seventeenth century, foremost among them
William Harvey, could a sounder correlation be

established between clinical symptomatology and
morbid anatomy. By correlating the fleeting mani-

festations of disease as perceived in the living

with tangible organ changes seen in the dead, a

rational scientific system was erected. W e revere

.Morgagni as the creator of this system, but he was
only the one who gave articulate expression to a

scientific principle which had been developed over

three centuries and which had captured the minds

of many predecessors, such as Johann Jacob \Yep-

fer. Bonetus and, last but not least. Leopold

Auenbrugger whose Invent uni .Xovum was pub-

lished in the same year as the monumental work of

Morgagni, on the Seats and Causes uf Disease.

The anatomical concept of disease has become

so ingrained in our thinking that we are hardly

aware of its application in our present day medical

operations. But it is no exaggeration to assert that

our deliberations and methods used in the diagnosis

of disease are, even today, largely directed towards

a sensory perception of the underlying anatomic

alteration. Morgagni’s principles became a corner-

stone of diagnostic medicine as it developed so

rapidly in the nineteenth century. The great clini-

cian pathologists of France and England, Laennec,

Louis. Bretonneau, Bright and Addison, the fa-

mous Vienna School of Medicine, led by the clini-

cian Skoda and guided by Rokitansky, were

amongst the first who helped to complete the work.

Even Semmelweiss’ great discovery was inspired

by pathologic anatomy. Yet in the light of subse-

quent developments, it is evident that Morgagni’s

anatomic concept could not accomplish what he had

promised. The ultimate cause of disease could not

be revealed by anatomic investigation only. By
systematically connecting clinical symptoms with

structural alterations, pathologic anatomy could

better circumscribe morbid entities which were ill-

defined by mere clinical manifestations. But the

descriptive characterization could not account for

the “why” and “how” of the alterations of form

and function characteristic of disease, which is the

ultimate goal of medicine. This inadequaev was
keenly felt by physicians of the nineteenth century

and sharply criticized by the profound Henle. who
asserted that medicine under the domination of

pathologic anatomy has only exchanged the old

clinical terms for new ones which stand for the

anatomical alteration, and demanded that static de-

scription must yield to a dynamic, rational inter-

pretation of the morbid process. The passive ob-

servation of nature, the mere collecting of data,

had been challenged in preceding years when, under

the leadership of Hunter in England, Cuvier in
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France, and Johannes Mueller in Germany, a new

dynamic biology was born by exact observations of

comparative anatomy and embryology. Medicine

bad to make contact with these newly created sci-

ences in order to escape from the impasse of mere

description.

It may be permitted at this juncture to interrupt

the historic narrative and to give thought to the

reasons for this newly developing trend. The evolu-

tion of science in general and of medicine in par-

ticular, can be understood only if one correlates it

with the philosophical climate of the contemporary

period. Morgagni’s thesis which aimed at the iden-

tification of disease by associating the ill-defined

clinical symptoms with the tangible organ changes

as perceived by anatomic observations seems, to me,

to rest upon the prevailing epistemology of the

eighteenth century, upon Descartes’ mechanistic

philosophy, upon Francis Bacon’s empiricism and

David Hume’s theory of cognition by sense per-

ception. In fact, Morgagni's conclusions were an-

ticipated by Bacon who, pleading for the perform-

ance of necropsies, maintained that “in the differ-

ences of the internal parts are also found the imme-

diate causes of many diseases.” The influence of

Bacon upon Morgagni is quite obvious in the two

indexes appended to the last of his volumes. These

are the catalogues of morbid manifestations, clini-

cal as well as anatomical, according to Bacon’s pre-

cept to “prepare as a foundation for the interpreta-

tion of nature a complete and accurate natural

history.”

David Hume accepted only sense perceptions as

evident reality. According to him, the constant asso-

ciation of sense-perceived phenomena gives rise to

the abstract conception of causality. Was not Mor-
gagni’s contention that anatomic alterations were

the cause of clinically perceived disease symptoms
in full agreement with Hume’s idea? Could he not

hope to establish the cause of diseases by persistent

correlations of sensory perceptions of the clinician

with those of the anatomist? But twenty years after

the publication of Morgagni’s work, Hume’s con-

cept was superseded by Kant's postulate of aphor-
istic suprasensory categories of cognition, through
which the mind organizes the observational mate-

rial. And one of these categories was the concept

of causality. This philosophical insight gave a clear

direction to natural scientific investigation ; viz., to

search by observation and reason for the innate

laws which connect and regulate the sense-

perceived phenomena. How deeply Kant's idea in-

fluenced biology may be illustrated bv the following

quotations from Claude Bernard and Rudolf

Virchow: “The mind of man cannot conceive an

effect without a cause, so that the sight of a phe-

nomenon always awakens an idea of causation”
;
and

Virchow’s: “To understand the evolution of mor-

bid states, that is the contribution of science and

the objective of thinking man.” These two sen-

tences epitomize the direction along which the bio-

logical sciences, including medicine, have pro-

gressed in the past century and until now. It has

been responsible for the development of today’s

scientific medicine with its great achievements.

Let ns, then, return to our basic problem—the

role of pathologic anatomy in modern medicine. I

have tried to show that historically, pathologic

anatomy in its evolution passed through the phase

of descriptive observation into that of dynamic in-

terpretation. Obviously, the two phases can no

longer be separated today : they constitute what we
may call the living organism of pathologic anatomy.

The dynamic aspect of anatomic pathology aims at

an explanation of the mechanisms by which the

structural alterations, characteristic of disease,

are produced. Thus, the problems for interpreting

investigations arise from the static observations of

pathologic anatomy at the autopsy table and at the

microscope.

But it might he asked whether the observational

aspect can still offer new problems or whether it

has been exhausted. This question has not only

been asked but has been answered in the recent

editorial of the J.A.M.A. from which I quote: “If

any research of importance is coming from studies

being made at routine autopsies at present, I am
not aware of it.” I am afraid the distinguished

editorialist is indeed not aware of certain recent

discoveries of a hitherto unknown disease or of a

morbid syndrome, made at the autopsy table, or

other advances of morbid anatomy. 1 refer to fibro-

cystic disease of the pancreas, discovered by Doctor

Dorothy Andersen in 1938 and the intriguing asso-

ciation of metastatic carcinoids with right ventric-

ular endocardial fibrosis recognized only in 1953;

of the growing insight, gained by autopsy, into the

causes of mortality of the perinatal period, such as

hyaline membrane pulmonary disease and acute

interstitial pneumonitis. Doctor Starr is apparently

not familiar with the increase of research potential

of histopathology, due to the advances of histo-

chemistry which has thrown new light on the nature

of the structural alterations of a puzzling disease,

such as systemic lupus erythematosus. The patho-

genetic investigations of rheumatic fever by animal

experiment are still founded upon the findings in

the human heart and the results of such studies

must forever be carefully checked with the obser-

vations on human autopsy material. I am embar-

rassed by the abundance, rather than by the scar-

city, of arguments in support of my belief that ob-

servational. the so-called “old-fashioned pathologic

anatomy” can still make its contribution to the
concluded on page 31
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1 1th CLINICAL MEETING OF THE AMERICAN MEDICAL ASSOCIATION

At Philadelphia, Pennsylvania, December 3-6, 1957

Report of the Rhode Island Delegate

Charles J. Ashworth, m.d.

npHE ELEVENTH CLINICAL MEETING of the Allier-

ican Medical Association held at Philadelphia.

December 3d to 6th. and the proceedings of the

House of Delegates, was marked by two actions of

significance to the members of the Rhode Island

Medical Societv. First, the introduction of a reso-

lution titled ‘'-FREE CHOICE OF PHYSI-
CIAN. ’’ ordered by the Council of this society to

bring before the national body an outstanding ex-

ample of inequity in administration of the De-
pendents Medical Care program was referred to

the Committee on Insurance and Medical Service.

The resolution stated in part

:

Whereas
, The action taken by the House of

Delegates of the American Medical Association

at its meeting in New York City in June, 1957, has

brought no change in the attitude of the Depart-
ment of Defense in its interpretation of the law;
therefore be it

Resolved. That the American Medical Associa-

tion now be requested to consider the advisability

of seeking a court ruling on the legislation in the

interest of the beneficiary of the program, that he

may have free choice of physician and the highest

standard of medical care in his own community.

The action of the reference committee as pre-

sented by Doctor William F. Costello of New Jer-

sey. chairman, follows verbatim :

Resolution A o. 17 on hree Choice of Physician—
Although the committee is in sympathy with the

intent of this resolution, it does not believe it would
be practical or wise for the American Medical As-
sociation to initiate litigation as suggested in the

second Resolved, Your committee does, however,
wish to reiterate the position adopted by the House
at its June. 1957, session which states, in part

:

In preliminary discussions with the Department
of Defense relative to administrative regulations
representatives of the American Medical Asso-
ciation had expressed the opinion that

:

“(a ) The Dependent Medical Care Act as en-
acted by Congress does not necessitate the estab-
lishment of fixed fee schedules in the implemen-
tation of the program

;

“(b) The establishment of fixed fee schedules
would result in a more expensive program than

if physicians were permitted to charge their reg-

ular normal fees
; and

"(cl The establishment of such fee schedules

would ultimately disrupt the economics of medi-

cal practice.

"Administrative regulations as finally adopted

did not incorporate the above suggestions of the

American Medical Association and the contracts

finally negotiated by all but two of the state

medical societies include a negotiated fixed fee

schedule.

“.
. . We are . . . recommending that the decision

as to the type of contract and whether or not a

fee schedule is included in future contract nego-

tiations should be left to individual state deter-

mination. keeping in mind the above-cited sug-

gestions originally stated by the American Med-
ical Association. We urge the Board of Trustees
of the American Medical Association to continue

its effort toward accomplishing these principles.

For example, the American Medical Association

should request the Secretary of Defense to mod-
ify the Medicare program regulations and direc-

tives so that the program can be operated as an
indemnity type of program where desired by
individual states.”

Further, your committee suggests that constit-

uent associations, in their contract renegotiations

with the Department of Defense bear in mind this

principle.

Second, the action of the House of Delegates on
the Forand Bill, condemned it as undesirable legis-

lation and approved the position of the Board of

Trustees in opposition to it and the Board’s ap-
pointment of a special task force for the defeat of
the bill. Strongly approving Doctor Allman’s con-
demnation of the Forand Bill, already printed in

our Journal, the House adopted the following
statement :

"It is particularly timely that our President has
so forcefully sounded the clarion call to the entire

profession for emergency action. With complete
unity, definition and singleness of purpose, closing
of ranks with all age groups and elements of our
organization we must at this time stand and be
counted. Thus we can exert the physician’s influ-

ence in every possible direction against invasion of
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our basic American liberties in the form of pro-

posed legislation alleged to compulsorily insure one

segment of the population against health hazards

at the expense of all.”

Health Programs for Hospital Employees

A set of “Guiding Principles for an Occupational

Health Program in a Hospital Employee Group”
was approved by the House. The guides were de-

veloped by a joint committee of the American Med-
ical Association and the American Hospital Asso-

ciation and already bad been formally approved by

the A.H.A. They include these statements:

“Employees in hospitals are entitled to the same

benefits in health maintenance and protection as are

industrial employees. Therefore, programs of

health services in hospitals should use the tech-

niques of preventive medicine which have been

found by experience in industry to approach con-

structively the health requirements of employees.

“It is essential that employee health programs in

hospitals, as in industry, be established as separate

functions with independent facilities and personnel.

The fact that hospitals are engaged in the care of

the sick as their primary function does not alter the

necessary organizational plan for an effective occu-

pational health program.”

Fluoridation of Water

In settling the most controversial issue at the

Philadelphia meeting, the House of Delegates ap-

proved a joint report of the Council on Drugs and

the Council on Foods and Nutrition which endorsed

the fluoridation of public water supplies as a safe

and practical method of reducing the incidence of

dental caries during childhood. The 27-page report

on the study which was directed by the House at

the Seattle Clinical Meeting one year ago contained

these conclusions

:

“1. Fluoridation of public water supplies so as

to provide the approximate equivalent of 1 ppm of

fluorine in drinking water has been established as

a method for reducing dental caries in children up

to 10 years of age. In localities with warm climates,

or where for other reasons the ingestion of water

or other sources of considerable fluorine content is

high, a lower concentration of fluoride is advisable.

On the basis of the available evidence, it appears

that this method decreases the incidence of caries

during childhood. The evidence from Colorado

Springs indicates as well a reduction in the rate of

dental caries up to at least 44 years of age.

“2. No evidence has been found since the 1951

statement by the Councils to prove that continuous

ingestion of water containing the equivalent of

approximately 1 ppm of fluorine for long periods

by large segments of the population is harmful to

the general health. Mottling of the tooth enamel

(dental fluorosis) associated with this level of

fluoridation is minimal. The importance of this

mottling is outweighed by the caries-inhibiting

effect of the fluoride.

“3. Fluoridation of public water supplies should

he regarded as a prophylactic measure for reducing

tooth decay at the community level and is applicable

where the water supply contains less than the equiv-

alent of 1 ppm of fluorine.”

Free Choice of Physician

Acting on the issue of free choice in relation to

contract practice, the House passed a resolution

which reaffirmed approval of previous interpreta-

tions of the Principles of Medical Ethics by the

Association's Judicial Council and directed that

they be called to the attention of all constituent

associations and component societies. One Council

opinion, issued in 1927 and reaffirmed in Philadel-

phia, stated that the contract practice of medicine

would be determined to be unethical if "a reason-

able degree of free choice of physician is denied

those cared for in a community where other com-
petent physicians are readily available.” The reso-

lution also cited a Council opinion, published in the

October 19, 1957, issue of The Journal of the

which stated that the basic ethical concepts

in both the 1955 and 1957 editions of the Principles

of Medical Ethics are identical in spite of changes

in format and wording. This opinion added that

“no opinion or report of the Council interpreting

these basic principles which were in effect at the

time of the revision has been rescinded by the

adoption of the 1957 principles.”

The 1927 Council report also pointed out that

“there are many conditions under which contract

practice is not only legitimate and ethical, but in

fact the only way in which competent medical serv-

ice can be provided.” Judgment of whether or not

a contract is ethical, the report said, must be based

on the form and terms of the contract as well as

the circumstances under which it is made.

In another action related to the issue of free

choice, the House adopted a resolution condemning

the current attitude and method of operation of the

United Mine W orkers of America Welfare and

Retirement Fund “as tending to lower the quality

and availability of medical and hospital care to its

beneficiaries.” The resolution also called for a

broad educational program to inform the general

public, including the beneficiaries of the Fund, con-

cerning the benefits to be derived from preservation

of the American right to freedom of choice of phy-

sicians and hospitals as well as observance of the

“Guides to Relationships Between State and

County Medical Societies and theUMWA Welfare

and Retirement Fund” which were adopted bv the

House last June.
continued on next page
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The Heller Report

Acting on the report of the Committee to Study

the Heller Report on Organization of the American

Medical Association, the House reached the follow-

ing decisions on ten specific recommendations:

1 . The office of Vice-President will be continued

as an elective office.

2. The offices of Secretary and Treasurer will

he combined into one office to be known as Secre-

tary-Treasurer. and that officer will be selected by

the Board of Trustees from one of its number.

,3. The duties of the Secretary-Treasurer will

he separated from those of the Executive Vice-

1 ’resident.

4. The office of General Manager will he dis-

continued, and the new office of Executive \ ice-

1 ’resident will be established. The latter, appointed

by the Board of Trustees, will be the chief staff

executive of the Association.

5. The Council on Medical Education and Hos-

pitals and the Council on Medical Service will con-

tinue as standing committees of the House of Dele-

gates. hut their administrative direction will he

vested in the Executive Vice-President.

6. The voting members of the Board of Trus-

tees will he limited to eleven—the nine elected

Trustees, the President and the President-Elect.

The Vice-President and the Speaker and Vice-

Speaker of the House of Delegates will attend all

Board meetings, including executive sessions, with

the right of discussion but without the right to

vote.

7. The House disapproved of the proposal to

elect the Trustees from each of nine physician-

population regions.

8. The office of Assistant Secretary will be dis-

continued. and a new office of Assistant Executive

Vice-President will be established.

9. The Committee on Eederal Medical Services

will be retained as a committee of the Council on

Medical Service and will not become a part of the

Council on National Defense.

10. The Speaker of the House will appoint a

joint and continuing committee of six members,

three from the Board of Trustees and three from

the House, to redefine the central concept of

A.M.A. objectives and basic programs, consider

the placing of greater emphasis on scientific activ-

ities. take the lead in creating more cohesion among
national medical societies and study socio-economic

problems.

The accepted recommendations were referred to

the Council on Constitution and By-laws with a

request to draft appropriate amendments for con-

sideration by the 1 louse at the 1958 annual meeting
in San Francisco.
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Miscellaneous Actions

Among a wide variety of other actions, the

House also:

Directed that a new committee he established in

the Council on Industrial Health to study neuro-

logical disorders in industry;

Noted with approval the establishment of the

American Medical Research Foundation, which

will initiate and encourage necessary medical re-

search and correlate and disseminate the results of

studies already under way
;

Decided that informational materials which are

sent to A.M.A. delegates should also he sent to all

alternate delegates;

Affirmed that it is within the limits of ethical

propriety for physicians to join together as partner-

ships. associations or other lawful groups provided

that the ownership and management of the affairs

thereof remain in the hands of licensed physicians;

Instructed that the appropriate committee or

council should engage in conferences with third

parties to develop general principles and policies

which may he applied to the relationship between

third parties and members of the medical pro-

fession
;

Urged state medical society committees on aging

and insurance to make continuing studies of pre-

retirement financing of health insurance for retired

persons

;

Endorsed a suggestion that the Committee on

Federal Medical Services sponsor a national con-

ference on veterans’ medical care during 1958;

Asked the Board of Trustees to study the feasi-

bility of having the Association finance a thorough

investigation of the Social Security system by a

qualified private agency

;

Suggested that physicians and their friends make
a vigorous effort to obtain Congressional enactment

of the Jcnkins-Keogh Bills;

Approved the “Suggested Guides to Relation-

ships Between Medical Societies and Voluntary

Health Agencies’
1

;

Strongly recommended that a completely ade-

quate and competent medical department be estab-

lished in the Civil Aeronautics Administration di-

rectly responsible to the CAA Administrator, and

Congratulated the General Electric Company for

its medical television presentations on the subject

of quackery.

Rear Admiral B. \Y. Hogan, Surgeon General

of the U. S. Navy, presented the Navy Meritorious

Public Service Citation to Dr. Dwight H. Murray
of Napa, Calif., immediate past president of the

Association. Contributions to the American Med-
ical Education Foundation, for financial aid to the

nation’s medical schools, were presented by four

state medical societies: California, $14.3,043.25;

Utah, $10,390; New Jersey, $10,000, and Arizona,
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$8,040. The Interstate Postgraduate Medical Asso-

ciation of North America gave $1,000, and the

Illinois State Medical Society announced that it

was adding $10,000 to the $170,450 presented at

the New York meeting last June.

Dr. Cecil W. Clark of Cameron, Louisiana, was

named 1957 General Practitioner of the Year after

his selection by a special committee of the Board of

Trustees for outstanding community service. Dr.

Clark, 33-year-old country doctor who was a med-

ical hero during Hurricane Audrey last June, was

present at the meeting to receive the gold medal

which goes with the annual award.

PATHOLOGIC ANATOMY IN MODERN MEDICINE

concluded from page 27

progress of medical science.

But our question as to the role of pathologic

anatomy in modern medicine must not be limited to

its value for the advancement of research. Medicine

of today must be concerned with the problem of

the education of tomorrow's generations of physi-

cians. Is it not evident that the future physician

cannot acquire, within the short period of his

schooling, all the factual knowledge which is re-

quired for professional competence or for produc-

tive scientific achievements? What lie must re-

ceive is training in unbiased observation and in the

ways of scientific thinking. It is this equipment

which the young physician must acquire in medical

school and during his apprenticeship in the hos-

pital. And it will serve him well in the interpreta-

tion of the puzzling manifestations of disease with

which he will be confronted in his future practice.

This attitude of mind cannot be taught by verbal-

ization of facts, but only by the demonstration of

intrinsic relationships.

Pathologic anatomy for centuries has developed

along these lines. Under the leadership of Mor-
gagni it has brought order into the perplexity of

clinical phenomena by fastening them to the

anchor of tangible organic alterations. Under the

inspiration of Virchow it has begun to interpret the

structural changes as the result of physical or chem-
ical processes regulated by the laws of fundamental
science. But in the development of the past century

many other disciplines have decisively influenced

modern medicine. Let me, therefore, conclude with

the words of Virchow which well apply to the

future organization of our professional activity

:

“May the one by anatomic investigation of the

morbid, the other by clinical observation of the

process, the third by the pathologic, and the fourth

by the therapeutic experiment, one by chemical and

physical studies and another by historical research

try to advance; science is big enough to accommo-

date all these parties, if they do not want to be

exclusive, if they do not aim to extend beyond their

boundaries, if they do not pretend to achieve

everything.”

I sincerely hope that in such a democracy of

medical sciences, pathologic anatomy will always

make its contribution to the ultimate aim of medi-

cine, which is the understanding of the intrinsic

reasons of disease.

WORTHY OF REPETITION
"For more than twenty years an assortment of mis-

guided politicians have tried to buy votes by offering

'free’ medical care plans. They consistently fail to point
out that medical care is like any other commodity; you
get iust what you pay for; no more.

"I don’t care whether you call it socialized medicine or
compulsory health insurance. There’s no difference be-

tween the two. The most important consideration, as far

as I’m concerned, is the health of my patients. They de-

serve the best medical care available and I don’t want
them misled by the wild promises of politicians who
don’t know the first thing about modern medical care.”

Malcolm E. Phelps, m.d.. President,

American Academy of General Practice

ifc

"What does this next year hold for us Doctors of
Michigan? To specifically prognosticate is impossible, but
certain funds, statements and happenings in the past few
months allow us to make reasonable assumptions. Recent
piecemeal infringement of our basic philosophy of the

practice of medicine by third parties alarms me and I feel

that as a united profession we must make our stand and
fight for what we think is right — right for the people
ive serve.

"You will note that I said fight for and not fight against,

as so often Doctors are berated. We know this criticism

is mistaken but we must let all people know we are fight-

ing for their free choice of a physician. This must be our
basic belief, as it has been down through the centuries.

This doctor-patient relationship, voluntarily established

by the patient who chooses a physician and by the doctor
who assumes responsibility for the patient’s care must be
maintained. No third party must be allowed to arbitrarily

set up restrictions that would alter the basic relationship.

These freedoms of patients and doctors are closely allied;

take away one and eventually all may be lost.

"We must emphasize that we are fighting for this free

choice of physician, a ’status quo’ if you like, for the

benefit of the people; of people in all walks of life, and
not for the benefit of the Doctor. Actually, the physician’s

lot might be easier under third party control, whether it

be governmental, hospital, or pressure groups. Hours
could be shorter, vacations more often, and retirement
benefits more secure. However, we know, under previous
existing plans of this type, that the caliber of medical care

suffered: that the 'art of medicine' quickly died out, and
that people who could, preferred paying for their private

physician in addition to the ’Plan’s’ cost. This free choice
is not nebulous or irrelevant. It is something deep and
sincere in people’s hearts and it is something that we all

must fight for.”

George W. Slagle, m.d.. President,

Michigan State Medical Society

PATRONIZE JOURNAL ADVERTISERS
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WHAT IS YOUR DIAGNOSIS'
A CLINICOPATHOLOGICAL CONFERENCE

continued front page 24

the depths of the liver. But, the clinical course is

certainly not that of primary cancer of the liver;

it should he superimposed upon the cirrhosis.

Again. I am tempted to eliminate malignancy.

We come to the third one. the vascular lesions.

I hate to say. Doctor Culver, that they seem to be

attractive to me. and they certainly are, just because

I can't explain the cause of death on any other basis.

Suppose the patient had vascular lesions : what

type could she have?

I have had the unfortunate experience of operat-

ing upon two patients who had stories somewhat

like this : they died a few days later of dissecting

aneurysm. In one of those instances, I thought the

ladv had a dissecting aneurysm, and I explored the

aorta very carefully : it felt normal all the way up

and down. At autopsy, it was found that it had

perforated through a tiny hole, but it dissected

down a long distance, and it was a slow lesion.

So that that is certainly a good bet upon this

patient.

There is a second vascular lesion that we ought

to consider, which Doctor Culver mentioned; it is

a syndrome which occurs when there is partial

obliteration of the arteries that go into the small

bowel, particularlv the superior mesenteric artery,

the intermittent claudication of the superior mesen-

teric vessel.

I once operated on one of these patients but

found nothing, and the patient died. This was an

interesting case, because I had not encountered it

before : but this particular patient, if I may recall

one or two items of the clinical course, had had a

good deal of epigastric pain, made worse by eating.

Eating threw a strain upon the vascular supply of

the small bowel, which was not sufficient to carry it.

Finally, after food was digested, the pain left.

That pain was quite typical of what was appearing

in this woman. The patient had a long course of

three years. As a matter of fact, most dissecting

aneurysms tend to be rapid. A few of them may
last two years. It is quite unusual, however, and

if this ladv did have a thrombosis of the superior

mesenteric system, it would be compatible with the

long course she showed.

I am inclined to believe that this is a vascular

lesion, because of the two instances, suggesting

coronary disease in the past.

When it comes to a diagnosis. 1 would say that

I. too. believe that she had a vascular lesion, and I

think the most likely one is that she had a throm-

bosis of the superior mesenteric artery, and that

she was having intermittent attacks of pain, and
finally died from another vascular accident, which

I suspect was a coronary.

Chairman Lawson: I guess we are in agreement
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that this was a vascular lesion. Doctor Culver sug-

gested that she had an aneurysm of the aorta,

which dissected slowly, impaired the circulation,

and ultimately ruptured and caused hemorrhage,

and Doctor Welch believes that she probably had

a vascular lesion which caused intermittent mesen-

teric ischemia, so to speak, and since she had that,

she had also myocardial infarction.

Doctor Welch: Yes. that is right.

Chairman Lawson: Are there any questions that

any one in this audience would like to ask .'

Are there any differences of opinion, or other

comments, which any one would like to make?
Is there any one who wishes to venture a diag-

nosis, either in agreement or disagreement with

Doctor Culver or Doctor Welch ?

If not. I assume that you are all in agreement.

Doctor Welch: We don't feel so bad now.

Chairman Lawson: Is Doctor Hirsh here? He
had to carry the burden of caring for this lady,

trying to make a diagnosis, and do something to

alleviate her pain. Do you want to make any further

comment, doctor, without at this moment telling

the diagnosis?

Doctor Hirsh : I made two diagnoses. There was
the problem of psychoneurosis. When first pre-

sented, she did not look as though she had lost all

the weight she said she had.

What finally made us decide that she ought to

be explored was the fact that I believed I could

feel a mass in the right upper quadrant. I thought

the mass was soft and could he squeezed rather

easily, and I thought, at that time, of a pancreatic

cyst, although I could not explain the pain on that

basis at all. I asked Doctor Porter to see her. Then,

after a few months, we operated upon her, onlv to

find nothing. Following that, we agreed that she

probably was more psychoneurotic than before.

When she complained of the pain in the chest,

we did think of organic disease, as still a possibil-

ity
; Doctor Senseman saw her in consultation, as

the psychiatrist, and we both felt that organic

disease was a good possibility.

\\ e felt that psychotherapy might make the pain

more bearable. Then, it was decided that she should
go to the hospital. She did not actually go

;
she died

the morning she was to go.

Chairman Lawson: Were there any important

changes in the urine? Did you see her in October.

1954, when she had the two episodes of chest pain ?

Doctor Hirsh: I did not. She did not call a

doctor at the time.

Doctor Frank Cutts: I cannot think of any bet-

ter diagnoses than those of Doctor Welch and

Doctor Culver, except that one may wonder a little

about this fifty-year-old woman, who is not a dia-

betic. and who has no history of it. I f she had vas-
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cular disease, for which I think these gentlemen

have presented a convincing case, was it the usual

type of vascular disease, with ordinary thrombosis,

or a rather occult situation anyway
;
and we might

invoke a little more unusual type of vascular dis-

ease, such as periarteritis nodosa, or some other

factor, that might make her susceptible to that type

of difficulty, where otherwise you might not ex-

pect it.

Doctor Morgan Cutts: I should like to ask

whether any of the vascular hypotheses explains

the dilated gall bladder, or whether that is of suf-

ficient magnitude to he pathological ?

It suggests to me the possibility that she might

possibly have some carcinoma of the bile duct, and
whether that entered into it.

Doctor Welch: Well, I think that in a lot of

these older people, the gall bladder may be dilated ;

there isn’t enough motor power to empty it. I don’t

think that that, in itself, is of great importance.

The only reason I eliminated periarteritis nodosa

was because of the lack of eosinophilia, and the

rather long course, with all of her disease referable

to the abdomen, rather than to any peripheral mani-

festations. And there are probably many other

reasons.

Doctor Culver: I was bothered by the need for

postulating vascular disease in a woman of this age,

without other disease or hypertension. All of the

urines were negative, she never did develop hyper-

tension, and I think that, in spite of all the prob-

abilities, we have to try to explain her sudden death

by vascular disease
;
and yet, I will admit that it

may not he tenable, hut it is the most tenable of all

the things I could think of.

A doctor: I know that Doctor Welch and Doctor

Culver have made a good case here, and probably

they are correct. On the other hand, there are two
prominent symptoms here, the loss of weight, and

the pain, which are mostly due to malignancy
;
and

I would like to say that the immediate cause of

death probably was vascular, but there was some-

thing somewhere in the biliary tract.

Chairman Lawson: Is Doctor Arnold Porter

here? Do you want to say something, Doctor?

Doctor Porter: I have nothing further to add.

I didn’t have anything further to add, after I ex-

plored her. I did enjoy the discussion very much.

Doctor Culver: I should like to comment about
the exploration. I think we are getting to he a little

more sensible about exploration. The particular

group of internists that I work with are notorious,

or rather the hospital is, for cutting medical men.
With that background, I should like to make a plea

for surgical exploration in the diagnosis of cases.

As you well know, in the history of the develop-

ment of thinking in medicine, explorations were

much abused twenty or thirty years ago, when the

mortality of explorations was considerably greater

than it is today, since we have the antibiotics for

the preoperative and postoperative care. Now-
adays, the risk of surgical exploration is greatly

reduced, and it frequently has a very helpful result,

not only from the standpoint of discovering un-

suspected disease, hut sometimes, from a psycho-
logical standpoint.

There is a gentleman upon whom Doctor Welch
operated for me seven or eight years ago. This man
was in the hospital for a month, with rather bizarre

symptoms. We tried to classify him as a sprue, hut
he wasn’t typical. We finally went to him one day
and said, even though he was a hard-bitten Yankee,
that we were ready to operate, and he replied, “I

have been lying here for a month, waiting for you
to make up your minds.”

That satisfied the man
;
he started eating again

and decided to live. It was as successful a procedure
as if we had removed serious disease.

Surgical exploration has a place.

Chairman Lawson: Are there any other com-
ments, or is there any further discussion or diag-

nosis ?

In addition to the diagnosis that Doctor Culver
and Doctor Welch have made, it has been suggested

that this lady might have had a diffuse vascular

disease, such as periarteritis nodosa, or she may
have had a malignancy, because of the persistent

and severe pain and weight loss and, finally, that

she may have had a lesion in the esophagus, either

malignant or ulcerated, which perforated and
caused her death.

Doctor IVindsberg

:

Do you think she would
have died as quickly as that?

Doctor Windsberg: In a debilitated state, she

might have. I just threw that out as a follow-up on

the X rays. In view of the follow-up, I don’t think

you could entertain the diagnosis very seriously.

But, in a debilitated woman, going downhill and
losing so much weight, I think it is a possibility.

Chairman Lawson: I think that we are all ready

to hear the diagnosis from Doctor Meissner.

George F. Meissner, m.d.

Associate Pathologist, Institute of Pathology

,

Rhode Island Hospital, Providence; Assistant

Professor of Pathology, Tufts University

Medical School, Boston, Massachusetts.

Clinical Diagnosis

Pancreatitis.
continued on next page
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Doctor Culver's Diagnosis

Dissecting aneurysm of aorta with rupture and

involvement of superior mesenteric artery.

Doctor Welch's Diagnosis

C )cclusion of superior mesenteric artery with ab-

dominal angina. Thrombosis of coronary artery,

terminal.

Anatomical Diagnosis

Arteriosclerosis of aorta and branches.

Thrombosis of superior mesenteric artery and

celiac artery, recent.

Infarction of jejunum, ileum, cecum and ascend-

ing colon.

Generalized peritonitis.

Pathological Discussion

Doctor George F. Meissner: As you can see, the

important findings were in the abdominal cavity.

The abdomen contained about 300 c.c. of turbid

fluid and fibrinous adhesions. There was acute gen-

eralized peritonitis. A large portion of the bowel,

including jejunum, ileum, and ascending colon,

was distended and purple, manifesting a typical

picture of hemorrhagic infarction. Investigation

of the arteries revealed that the abdominal aorta

had a good deal of arteriosclerosis, particularly

involving the orifices of the larger vessels. It was
found that the superior mesenteric artery was com-
pletely occluded by a recent thrombus and that the

celiac artery was similarlv occluded, though only

partially.

Microscopically, there was arteriosclerosis of the

aorta and the abdominal branches with eccentric

narrowing of the lumen. The intima contained foam
cells and inflammatory cells as well as fibrin de-

posits. The elastica appeared disrupted. The lumen
of the superior mesenteric artery was entirely oc-

cluded by a recent thrombus which showed laked

red blood cells separated by lines of fibrin. (See
Figure 1.) Sections of the infarcted portions of

bowel showed areas of hemorrhage throughout,

marked distention of blood vessels, and an acute

inflammatory reaction extending to the serosal sur-

face which showed abundant fibrin deposition.

In summary, this case is one of so-called “ab-

dominal angina” with recent thrombosis of the

superior mesenteric artery and celiac artery, in-

farction of a large portion of the bowel, and peri-

tonitis. leading to death. A review of the literature

reveals that cases very similar to this have been

described several times. One which is particularly

noteworthy was published by Dunphy* in 1936.

He and subsequent authors pointed out. as did

Doctor \\ elch today, that many of these patients

have pain which is not localizable and which occurs

after eating a heavy meal. This pain might he re-

*Dunphy. J. E., Abdominal pain of vascular origin. Am. J.

Med. Sc.. 1936. 192, 109: Report of one autopsied case.

FIGURE I

This picture shows aorta and superior mesentery artery.

There is recent thrombosis of the superior mesenteric

artery and arteriosclerosis. (Elastic tissue stain x 40)

lieved by a change of position, by lying down or

otherwise, and only when a catastrophe occurs,

such as a complete occlusion of an artery, with

bowel infarction and peritonitis, does the pain tend

to localize and give more evidence of something

seriously wrong. The initial "anginal" pain is con-

sidered to be a truly visceral pain, transmitted

through sympathetic nerve fibers. Cases have been

described in which the bowel infarction involved

only a small area and healed eventually, to he sub-

sequently discovered at the laparotomy, as a portion

of thickened and fibrosed bowel. However, the ma-
jority of reported cases hav e not been diagnosed

until autopsy.

Chairman Lazvson: Doctor Beck called my at-

tention to Doctor Dunphy’s work which interested

me. especially, because I think that Doctor Dunphy
reported a number of patients he saw at the time

they had the acute mesenteric thrombosis, and from

whom he was later able to elicit a history of re-

peated attacks, over a period of months or years of

pain, obscure, as this one was.

In the January. 1957, issue of the Annals of

Internal Medicine. Doctor Bean and his associates

have described their experience with a patient who
was very similar, indeed, to this one. even to the

exploratory laparotomy, and the diagnosis was
finally made, much as it was in this case.
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LUCKILY I HAVE ALWAYS ENJOYED GOOD HEALTH

T n the office, the clinic or the hospital you are

-*• conversing, for the first time, with a patient who
is well beyond middle life. He remarks casually,

“Luckily doctor, 1 have always enjoyed good

health, and until now I have never required the

services of your profession.’’ How frequently we
have heard this or a like remark, and how casually

we have let it pass without comment ; and thus,

unwittingly, allowed our patient who is proud of

his longevity and boasts of his health, to believe

that these are due to his good luck or good fortune,

rather than to the extraordinary progress during

the last hundred years, and especially during the

last half century, of what the late Alan Gregg so

appropriately named Great Medicine. Most of us

will readily agree that the public is interested in

things medical, as witness the numerous articles on

health in the daily press, and in the popular maga-
zines and journals. It is not proposed that we de-

liver lectures on medicine to our patients, but it is

suggested that, when the occasion is opportune, we
should attempt to enlighten them and to remove
some of their ignorances and misconceptions. We
can, at least, explain to them that their longevity

and good health are due not to luck, but to what
Great Medicine has done, and will continue to do

for them, and that ill-health is owing not to their

ill-luck, but many times, to their own indiscretions.

Is there any better way of furthering good public

relations for medicine than by the tactful use bv

physicians, of this blend of science and humanism?
When the average man reads that the estimated

length of life in the United States has increased

dramatically during the first half of the present

century, and that the life expectancy of infants at

birth, has increased more than twenty-two years,

he seems not to be surprised or a little over-

whelmed
;
he takes these things for granted, much

as he takes for granted the telephone, the radio,

the automobile and the airplane. He has become
used to miracles and has no memory of the time

when these remarkable things did not exist. If he is

a layman he expects, as a matter of course, to drink

pure water, pure milk, and to consume pure food.

If he is a young surgeon he expects, nay demands,

skillful anesthesia and asepsis; if a young physi-

cian, he has at hand all the instruments, medica-

ments and techniques which fifty years of invention

and research have bestowed upon him. He does not

realize that before Minot and Murphy, the life

expectancy of the patient with pernicious anaemia

was, at most, three years
;
he does not remember

that insulin permitted Minot to accomplish his not-

able work
;
nor does he know of the hundreds of

victims of typhoid fever who filled the wards of

hospitals when the writer was an intern. All of

these, and many more, are the gifts of Great Medi-
cine—gifts which, since we did not earn them, we
are inclined to take too much for granted.

Consider what has happened in our own com-
munity. On March 1, 1910, the Providence City

Hospital (in 1931 changed to the Charles V. Cha-

pin Hospital
) was opened as a “hospital for the

treatment of contagious diseases.” In the vear end-
continued on next page
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ing December 31, 1911 there were admitted, pa-

tients with diphtheria 251. deaths 30: measles 25.

deaths 2; scarlet fever 209, deaths 17
;
tuberculo-

sis 102. deaths 62: whooping cough 30. deaths 3.

Surelv. it is unnecessary to comment on the changes

that have taken place in the Chapin Hospital since

1910.

To sav that an interesting chapter of the history

of medicine can be read in many an old cemetery,

may seem a bit strange; nevertheless, it is true.

If we remind ourselves that our word cemetery is

derived from the Greek word which meant “a place

of going to sleep.” and then, with this in mind,

enter one of the older cemeteries to reflect upon

the stories of those who have gone to sleep there,

we shall harbor some significant thoughts. What
attracts one’s attention first are the numerous, the

too numerous rows of small stones, which mark
the graves of infants and children—mute, hardly

legible, symbols of the tragedies that awaited these

little ones on the very day they were born. Ar-

rayed beside the grave of their young mother, it is

not unusual to find the graves of her infants and

young children, two, three, sometimes four. In one

of these nearby old cemeteries, there is the grave

of a young woman who died at the age of 23 years,

and who. as her stone informs us. was carried off

by smallpox. Another thing worthy of notice is

the ages of the adults, many of them under fifty,

and then a minority over seventy years of age.

One notices, too, that alongside the more recent

stones of adults, the little stones are mostly absent.

Nowadays we are sometimes counseled to “count

our blessings”
; a saying which is perhaps becoming

a little cliche
;
but cliche or not, there are many

blessings conferred upon us by Great Medicine
,

which we should continuously count
; and one of

these blessings is the knowledge that good health

and longevity are due, not to good luck, but to the

largess of Great Medicine.

ABDOMINAL PAIN OF VASCULAR ORIGIN
I he report of the Symposium published in this

i>>ue of the Journal proves dramatically that ab-

dominal pain of varying degree may be sympto-
matic of arterial disease within the abdomen. Many
years ago \\ illiam Osier and Clifford Allbutt sug-

gested that fleeting attacks of abdominal pain in

arteriosclerotic patients who have manifestations

ot angina pectoris rather than of visceral arterial

disease
; and since their day others, especially Con-

nor. have concluded that visceral arterial disease

i> analogous to coronary disease and may play an

important role in many diagnostic cases of ab-

dominal pain.

\\ hen Doctor J. E. Dunphy was assistant resi-

dent surgeon at the Peter Bent Brigham Hospital,

lie published a valuable contribution on abdominal

RHODE ISLAND MEDICAL JOURNAL
pain of vascular origin, 1 in which he reviewed the

histories of all patients dying in the hospital of mes-

enteric vascular occlusion, confirmed by autopsy.

He reported that in 7 of 12 patients in whom the oc-

clusion was associated with arteriosclerosis there

was a story of recurrent abdominal pain preceding

the fatal attack by weeks, months, or vears but, as

Doctor Dunphy says, in nearly all of these patients,

varying degrees of coronary sclerosis made im-

possible a convincing interpretation of the cause

of the pain. One patient, however, presented indis-

putable evidence of the occurrence of abdominal

pain of vascular origin.

The patient was a man. age forty-seven, who
complained of recurrent abdominal pain of two
months duration. The pain was located about the

umbilicus, did not radiate and was definitely re-

lated to meals, occurring about one and one-half

hours after eating. Studies at another clinic, in-

cluding complete X-ray examination of the gastro-

intestinal tract, were negative. The patient was dis-

charged as a psychoneurotic
;
four days later he

was admitted to the Peter Bent Brigham Hospital,

at which time the pain was excruciating and con-

stant. The patient had obviously lost weight recent-

ly, but it was thought that he was exaggerating his

symptoms. He died suddenly on the ward three

days after his admission to the hospital.

Postmortem examination showed vascular oc-

clusion involving the celiac axis, superior and in-

ferior mesenteric arteries. Almost the entire small

bowel and part of the large bowel were gangrenous.

The thrombotic process was an old and progressive

one. Microscopic examination confirmed the im-

pression that the process had been going on for a

considerable period of time.

Recently, Doctors Robert A. Sedlacek and \\ il-

liam B. Bean have discussed abdominal “angina”,

The Syndrome of Intermittent Ischemia of Mesen-

teric Arteries.’ They rejxjrt the case of a man. age

forty-one, who complained that he began to have

attacks of severe epigastric pain seven months

before his admission to hospital. The pain was not

associated with chills, fever, jaundice, nausea,

vomiting, or diarrhea. It followed no trauma. Eat-

ing any kind of food made it worse. X rays of

the alimentary canal were normal. He was told he

had a nervous stomach. The postmortem examina-

tion disclosed thrombosis of the superior mesen-

teric artery, with infarction of the entire small

bowel and two-thirds of the colon.

A review of reported cases shows clearly that

abdominal pain, constant or intermittent, which is

aggravated by eating may be due to arteriosclerotic

disease in the vessels of the abdomen.

1 Am. J. M. Sc. X.S., July, 1936

-Archives of Internal Medicine, January, 1957
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DISTRICT MEDICAL SOCIETY MEETINGS

WASHINGTON COUNTY MEDICAL
SOCIETY

A meeting of the Washington County Medical

Society was called to order at 1 1 :40 a.m. on Octo-

ber 9. 1957. at the Nurses’ Home, Westerly. Rhode
Island, by the president. Doctor Mildred I. Robin-

son.

i nfinished Business. Application of Doctor

Bohdan Masyk was read. Upon motion of Doctor
Tatum. Doctor Bohdan Masyk was approved as

a member of the Washington County Medical So-
ciety pending the signature of the third member of

the board of censors.

It was noted by the president that Doctor Sydney
Fowler Johnson is a member, final action having
been taken by the censors.

It was moved and seconded that Doctor Floyd
I-atham he admitted as a member of the Washing-
ton County Medical Society.

Communications. Application of Doctor John
Robert Phelan was read and was referred to the

board of censors.

A letter was read from the Public Education
Committee in regard to the availability of a new
educational film titled. Time and Two Women.
which is being sponsored by the American Cancer
Society.

A communication was read from the Rhode
Island Medical Society regarding: 1. The mass
immunizations at armed forces installations by
physicians of the armed forces. 2. A disclosure of
sweeping socialization of physicians planned by
Congressman Aime J. Forand through an amend-
ment of the Social Security Act.

a) Doctor McGrath, delegate to the Rhode Island
Medical Council, was present at the discussion of
these two items. He clarified their importance to
the society.

1) ) Doctor McGrath further pointed out that the
legislation, as now written, is unsatisfactory and
interferes with the basic principle of private prac-
tice as we now see it. I he use of indemnity pay-
ments instead of full service payments would seem
necessary before it should he accepted.

c) Considerable discussion followed.

Doctor Morrone made a motion which w as sec-

onded by Doctor McGrath that the societv go on
record as objecting to the legislation relative to
social security amendment of 1958 HR 9467. intro-

duced in Congress by Aime
J. Forand.

Motion by Doctor Eckels that a communication
he sent to the Rhode Island Medical Societv con-

curring in their disapproval of the immunization
programs for civilian employees at government in-

stallations. by physicians of the armed services.

A communication was read from the Rhode
Island Medical Society relative to activities of the

grievance committee.

A communication was read from the Rhode
Island Medical Society requesting contributions

from members for the benevolence fund.

Motion was made by Doctor McGrath that the

treasurer include or add to the yearly dues one
dollar from each member, which would be a contri-

bution to the Benevolence Fund of the Rhode
Island Medical Societv.

A portion of the A.M.A. letter of September 30.

1957. was read in which the A.M.A. asked the va-
rious industries to consult with the local and state

medical societies as to the availability of vaccine
and the advisability of anv mass in-plant inocula-
tion program. One member suggested that anv
questions which might arise be referred to the
immunization committee of the Rhode Island
Medical Societv.

A communication was read from the American
Medical Association announcing the eighth annual
County Medical Societies Civil Defense Confer-
ence.

Reports of Committee. Doctor Tatum gave a

treasurer's report stating that we had just about
“eaten up our dues.” She stated that we had a
present balance of one hundred and eighty-six dol-

lars and seventy-four cents (S186.74). including
a dividend of nine ($9.00) dollars from Northern
States Power.

An announcement was made of the new medical
legal film titled. The Case of the Doubting Doctor.
It was moved that the arrangements for the show -

ing of the film he referred to the Legal Committee
of the Society. It was suggested by Doctor Mc-
Grath that a letter he written to the Medical-Legal
t ommittee of the Society suggesting that the film

he shown at the April meeting of the W ashington
County Society and that members of the Washing-
ton County Legal Society be invited.

Following the business meeting Doctor Edmund
W. Campbell of the New England Medical Center.

Boston. Massachusetts, discussed the Modern
continued on page 40
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WASHINGTON COUNTY MEDICAL SOCIETY
continued from page 38

Treatment of Leukemia and Lymphoma.

The meeting was adjourned at 1 :30 p.m. Lunch-

eon was served in the hospital dining room.

Members Present. Doctors Celestino. Cerrito.

Chimento. DeWees, Eckel. Gale. Grainger. Hatha-

way . McGrath. Morrone. Ogden. Rohinson. Ruisi.

Tang. Walsh.

Excused. Doctors Addario. Agnelli. Farago.

Gongaware.

Respect full v submitted,

E. T. Gale, m.d., Secretary

PROVIDENCE MEDICAL ASSOCIATION

A meeting of the Providence Medical Associa-

tion was held at the Rhode Island Medical Society

Library on Monday. December 2. 1957. The meet-

ing was called to order by the president. Doctor

Thomas L. Greason. at 8:30 p.m.

Minutes of the November Meeting

The president asked if a reading of the Novem-
ber minutes was requested. There was no request,

therefore he announced that the minutes would he

published in the Rhode Island Medical Journal.

Report of the Secretary

Doctor Di.Maio, secretary, reported as follows:

At a recent meeting the Executive Committee
noted that the House of Delegates of the Rhode
Island Medical Society had urged the district med-
ical societies to consider a contributory program on
a voluntary basis to the State Society Benevolence
bund, and that such an appeal he sent out with the

annual dues bills.

The Executive Committee voted :

That the Providence Medical Association urge

its membership to support the Benevolence Fund
of the Rhode Island Medical Society bv con-

tributing to it a minimum of $5 annually, and
that a special contributory appeal be sent to each

member with the Association dues hill for 1958.

He moved the adoption of this recommendation
by the Association. The motion was seconded and
passed.

* * *

I le reported that the Executive Committee voted

to recommend that the annual dues for 1958 for

active members be $20, and for associate mem-
bers, $5.

He moved adoption of this recommendation by
the Association. It was seconded and passed.

* * *

He reported that in accordance with the By-Laws
a slate of officers for 1958 has been prepared bv the

Executive Committee and submitted to the mem-

rhode island medical journal
bership with the notice of this meeting, as follows

:

President Joseph G. McWilliams, m.d.

Vice-President John* C. Ham, m.d.

Secretary Michael DiMaio, m.d.

Treasurer Frank I. Matteo, m.d.

Trustee of Medical IJbrary ( 1 year)

Francesco Ronchese. m.d.

Executive Committee (3-year terms)

Robert V. Lewis, m.d.
;
Arnold Porter, m.d.

Announcements by the President

Doctor Greason announced that he was appoint-

ing Doctors John F. Streker and James Hardiman
as a committee to prepare the Association’s tribute

to the late Doctor James P. Clune.

Applicants for Membership

Doctor DiMaio reported that the Executive

Committee had approved the applications for active

membership in the Association of the following

physicians: Antonio Capone. M.D.
;
Francis P.

Conklin, M.D.
;
W illiam P. Corvese. M.D.

;
John

T. Hogan. M.D.
;
Rudy K. Meiselman, M.D.;

Sonia Sprung, M.D., and John O. Strom, M.D.
It was moved that these applicants he elected to

active membership. The motion was seconded and

passed.

Scientific Program

Doctor Greason announced Mr. Oliver Field of

Chicago, Illinois, Director of the Bureau of Inves-

tigation of the American Medical Association, who

spoke on Curbing the Quacks and Cultists. and

Their Nostrums.

Mr. Field presented many very interesting

aspects of quackery in medicine. This ranged all

the way from foods, which he claimed was the big-

gest business in the “field of quackery." to me-

chanical and wireless gadgets to assist in attaining

perfect health. He spoke at length about “cancer"

cures. Of interest to most all was that certain re-

ligious publications were sympathetic toward claims

made by a number of “cancer" specialists.

During the presentation of his paper, the speaker

made one important remark that should he remem-

bered by all of us. He said. “All quack remedies are

either useless or dangerous.”

The second speaker of the evening was Doctor

Americo A. Savastano, Senior Orthopedic Sur-

geon, Miriam Hospital; Consulting Orthopedic

Surgeon, Westerly and South County hospitals,

who presented a paper on Experiences with the Use

of Hydrocortisone in Orthopedic Office Practice.

Doctor Savastano used hydrocortisone on hun-

dreds of patients with arthritis, arthrosis, acute

and chronic bursitis, tendonitis, and miscellaneous

orthopedic problems with marked benefit in at

least 85% of the cases. Little or no benefit occurred

in 15% of his cases.

The use of hydrocortisone in these orthopedic
continued on page 42
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PROVIDENCE MEDICAL ASSOCIATION
continued front page 40

problems made operative intervention unnecessary

in a high percentage of cases.

Adjournment

The meeting adjourned at 10:30 i*..\r.

Attendance was 80.

Collation was served.

Respectfully submitted,

Michael DiMaio. m.d., Secretary

NEWPORT COUNTY MEDICAL SOCIETY

A dinner meeting of the Newport County Med-
ical Society was held December 4, 1957. at the Ho-
tel Viking. The meeting was called to order at 7:15

p.m., Doctor Malone, president, presiding. Minutes

of the previous meeting were read and approved.

The application of Dr. Henry L. Giard of Ports-

mouth was received and referred to the censors.

There was a discussion regarding practice by med-
ical officers still in active Naval Service.

Dr. Brownell reported for the House of Dele-

gates regarding State Societv dues and the Benev-

olence Fund and regarding mass inoculation by the

Navy for dependents.

Dr. Ciarla discussed flu shots given to civilian

employees by the Navy.

A petition from the citizens of Little Compton
and Adamsville regarding Dr. Arthur V . King and

a sketch of Dr. King’s life were read. A resolution

was made and passed that Dr. Arthur V . King of

Adamsville and Little Compton, Rhode Island, be

named Doctor of the Year by the Newport Count)

Medical Society and that his nomination for Doctor

of the Year for the State of Rhode Island be for-

warded to the Rhode Island Medical Society.

RADIOLOGICAL SOCIETY
ORGANIZES

On December 12, 1957, the Radiological Society

of Rhode Island held its first formal meeting at

the University Club in Providence.

The following charter members attended the

meeting: Doctors Philip Batchelder, Lawrence A.

Martineau, William J. Butler, Russell R. Hunt,

Joseph J. Lambiase, Harvey Lesselbaum, Paul

Motta, Eugene Field, James F. Boyd, Jr., Manuel
Horwitz, Emanuel Benjamin, Robert Rosin, John
Vesey, Albert Rocco, Francis Conklin, Charles

Brochu, Richard Noon and Thomas Forsythe.

Elected officers are:

President: Dr. Lawrence A. Martineau

Vice President: Dr. William J. Butler

Secretary-Treasurer: Dr. Joseph J. Lambiase
At the first meeting, a constitution and by-laws

were accepted, and arrangements were made for

regular future meetings.

RHODE ISLAND MEDICAL JOURNAL
The speaker of the evening was Dr. George \Y.

W aterman, president of the Rhode Island Medical

Society. He discussed various problems of great

interest to the Society and this was followed by an

illuminating discussion of service dependents’ care

and old age and survivors’ care.

Meeting adjourned at 10:00 p.m.

Respectfully submitted,

Donald B. Fletcher, m.d., Secretary

WOONSOCKET DISTRICT MEDICAL
SOCIETY MEETING

The annual meeting of the Woonsocket District

Medical Society was held at the Woonsocket Hos-

pital Auditorium on December 10, 1957. Richard

H. Dowling, M.D.. president, called the meeting to

order at 8:30 p.m. The minutes of the last regular

and all special meetings held during the past year

were read by the secretary and accepted as read.

The first order of business was the appointment

by President Dowling of a Nominating Committee

for officers for the coming year. This committee

consisted of Doctors Henri Gauthier, Alfred King
and Joseph Reilly.

Councilor to the Rhode Island Medical Society,

Dr. Saul Wittes presented his annual report. The
most important item was the “Forand Bill,” which

is to be presented in Congress this coming year. It

provides medical care for all people who are eligible

to receive Social Security. Dr. Wittes also urged

adoption of the Rhode Island Medical Society Plan

for fees on mass immunization programs such as

the recent flu epidemic. The nominating committee

next reported on its selection of officers for the

coming year—which were as follows

:

President Charles E. Brochu, m.d.

Vice President Edward B. Medoff, m.d.

Councillor Richard H. Dowling, m.d.

Treasurer Paul E. Boucher, m.d.

Secretary Alton P. Thomas, m.d.

Delegates

Saul A. Wittes, m.d.. Joseph A. Bliss, m.d.

Censors Francis J. King, m.d.,

Victor H. Monti, m.d., Auray Fontaine, m.d.

As there were no counter-nominations this slate

was declared duly elected.

The new president. Dr. Charles E. Brochu, took

over his duties at 9:00 p.m. His first duty was to

appoint a committee to study the ” Forand Bill”

and present its findings and recommendations to

the Woonsocket District Medical Society at its

earliest convenience. The Committee consisted of

Dr. Saul A. Wittes, chairman. Doctors Alfred

King and Charles E. Brochu.

Dr. Richard Dowling reported that the memorial

plaque donated by the Woonsocket District Med-
ical Society was presented by him at the public

continued on page 44
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CHANGES AND CLASSIFICATIONS IN MEDICARE REGULATIONS

Patient's Liability for Certain Hospital

Readmissions

1. A recent change to the Department of De-

fense Joint Directive for the Implementation of the

Dependents’ Medical Care Act (P.L. 569. 84th

Congress
>
precludes the necessity for a dependent

to pay the first $25 of the hospital charges upon
his readmission to a hospital. Prior to this change

only patients readmitted to a hospital for obstetrical

and maternity care were not required to pay the

first S25 of the hospital charges upon a readmission,

d'he new conditions under which such payment is

not required are set forth below:

a. Patients who previously were admitted to a

hospital for authorized care, who paid at least $25

of the hospital charges for that admission, and who
are readmitted to a civilian hospital for authorized

treatment of the original condition for which ini-

tiallv hospitalized, or direct complications thereof,

within 14 days following discharge from the pre-

vious admission, will not be required to pay the first

twenty-five dollars ($25.00) of subsequent hos-

pitalizations. hut will he required to pay an amount
determined by multiplying the number of days of

the current hospitalization by the established per

diem rate ($1.75 ). plus any additional charges that

might he specified elsewhere in the contract. Hos-
pital^ will he responsible for obtaining from the

patient, physician, sponsor, or other hospital(s)

satisfactory evidence that the patient is entitled to

the lesser charge.

2. The effective date of this change is 27 Novem-
ber 1957 and therefore is applicable to appropriate

readmissions to a hospital on or after such date.

Patients, who have paid the full minimum charge

( $25.00 ) oir a readmission subsequent to such date

and the readmission meets the above criteria, and
who make inquiry regarding such payment and
possible reimbursement, should he referred to the

l . S. Army Commander within whose geographical

area the readmission to the hospital occurred, who
will furnish information regarding the submission
of a claim.

5. In those instances in which the hospital has

previously submitted its billing and has not received

payment from the patient, and the readmission

qualifies as above, the hospital may submit a supple-

mental billing to the contractor for payment and
reduce the patient’s liability bv the appropriate
amount.

4. All claims (DA Form 1863) for hospital

charges incident to readmissions covered by this

letter, which do not reflect a minimum $25.00

charge to the patient for hospital services, must in-

clude a statement identifying the documentation
used to ascertain that the readmission meets the

above criteria and that at least $25.00 was paid by
the patient for the initial hospitalization to which
the readmission relates, or a copy of such documen-
tation must he attached thereto, before payment
can be authorized.

Diagnostic Admissions

Diagnostic admissions, per se, are not author-

ized under the Dependents’ Medical Care Program
in civilian facilities. Once a patient is admitted to a

hospital for an “acute medical or surgical condi-

tion." payment for diagnostic tests and procedures,

including laboratory tests and pathology and x-rav

examinations, when ordered by the attending physi-

cian, are authorized. This is interpreted to include

those cases evidencing manifestations of an acute

illness requiring hospitalization for proper treat-

ment even though a firm diagnosis had not at the

time of admission been determined. When it is

determined that the acute illness requiring hospital-

ization is an acute exacerbation, or a complication

of a chronic disease, or other condition not covered

under Public Law 569, the liability of the Govern-
ment is limited to treatment of the acute phase only.

WOONSOCKET DISTRICT SOCIETY
continued from page 42

dedication ceremonies of the Dr. Harry L. Halli-

well School in November. 1957. The plaque was
very well received.

Dr. Oscar Z. Dashef presented a resume of the

recommendations made by his committee to the

\\ oonsocket School Committee which was imme-
diately adopted in principle by them. The Society

gave him a rising vote of thanks for his excellent

work.

Dr. Francis J. King gage a resume of a talk

recently given at Miriam Hospital, Providence.

Rhode Island, on Pulmonary Embolism. This was
followed by a general discussion of pulmonary em-
bolism at the Woonsocket Hospital.

The meeting was adjourned at 10:15 p.m. Re-

freshments were served in the hospital cafeteria.

Alton P. Thomas, m.d.. Secretary
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Wide Impact of the Asian Flu

The effects of Asian influenza, while mild for

the nation as a whole, may have an appreciable im-

pact on the death rate from heart disease and re-

lated conditions, according to Doctor Louis I.

Dublin, health and welfare consultant to the Insti-

tute of Life Insurance. In the past. Doctor Dublin

states, when influenza has struck on a nationwide

scale it has raised the death rate from cardio-

vascular disease.

Even if there were no Asiatic flu last year, there

are clear indications that the rising trend of mor-
tality from heart disease will continue for 1957.

Doctor Dublin said. This is borne out by reports

for the first nine months of the year covering many
millions of life insurance policyholders, as well as

reports on a large sample on the general population.

Circulatory diseases have for many years con-

stituted the Number One killer, and now account

for more than half of all deaths in the LTnited

States. W hat makes this figure all the more sig-

nificant is that for some yet undiscovered reason,

these diseases exact their very heavv toll in spite of

the advanced state of public health and medical

knowledge in this country.

Astonishingly enough. Doctor Dublin said, the

increase of heart and related diseases, from one

fourth of all deaths in 1900 to over one half of

deaths at present, can be traced to that selfsame

progress of medicine and public health. Half a cen-

tury ago infectious diseases were the major cause

of death in infancy and childhood, as well as among
young adults. In the intervening years a great va-

riety of bacterial diseases have been brought under
control, and mortality in the early years of life from
these causes has been reduced almost to the vanish-

ing point.

The immediate consequence of these gains has

been an impressive advance of the average age of

the population, thus bringing huge numbers of

people into the later years of life when heart and
related diseases are prevalent.

* * *

New Revenue Service Ruling

The Internal Revenue Service has announced

that it is modifying its position with respect to

classification for Federal income tax purposes of

organized groups of doctors practicing medicine.

In Rev. Rul. 56-23, C.B. 1956-1, 598, it was held

that a group of doctors who adopt the form of an

association in order to obtain the benefits of cor-

porate status for purjxtses of section 401 (a) of the

Internal Revenue Code of 1954 is in substance a

partnership for all purposes of the Internal Rev-
enue Code.

It is now the position of the service that the fact

that an association establishes a pension plan under
section 401(a) of the Internal Revenue Code of

1954 corresponding to section 165(a) of the 1939
Code is not determinative of whether such organ-
ization will be classified as a partnership or an
association taxable as a corporation. The usual tests

will be applied in determining whether a particular

organization of doctors or other professional

groups has more of the criteria of a corporation
than a partnership.

Basic criteria to he used in testing the existence

of an association taxable as a corporation will be

stated in a Revenue Ruling to be published at a

later date.

=i= * *

Just a Short Step

There is not an unlimited number of ways for

Social Security to expand. Medical care is one of

the few areas not covered by “social insurance,”

and the present framework of the Social Security

Act is adequate to cover socialized medicine by

means of a few amendments. The Disability Insur-

ance “Trust” Fund could be changed into a Health

Insurance “Trust” Fund by the stroke of a pen.

Taxes could he increased. A new title could be

added to the law and the private practice of medi-

cine could he virtually destroyed.

* * *

Council for Foreign Medical Graduates
After nearly three years of preparation the Edu-

cational Council for Foreign Medical Graduates
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has opened its headquarters office at Evanston.

Illinois, with Doctor Dean F. Smiley, former sec-

retary of the Association of American Medical

Colleges, as its executive director.

The council will certify that a student’s educa-

tional credentials have been checked and found

meeting minimal standards—18 years of formal

education, including at least four years in a bona

fide medical school, but excluding hospital train-

ing
;
that the command of English has been tested

and found adequate for assuming an internship in

an American hospital
;
and that the general knowl-

edge of medicine, as evidenced by passing of the

American Medical Qualification Examination, is

adequate for assuming an internship in an Amer-
ican hospital.

Tentative plans call for the first American Med-
ical Qualification Examination for foreign medical

graduates already in this country to be held in

either February or March 1958, and that the second

such examination for foreign medical graduates

both here and abroad will be held in either July

or August.
5|C j}c %

Helping Pay Hospital Bills

Benefit payments to persons covered by hospital

expense insurance policies through the nation’s

insurance companies have increased more than

500% since 1948, the Health Insurance Council

has reported.

Designed to help pay for hospital bills, these

benefits, according to the Council, have risen at a

faster rate than the cost of hospital care in the

United States. During the period from 1948 to

1956, hospital charges have increased 125%.

In a projection of 1956 totals reported by insur-

ance companies writing health insurance policies,

the Council estimates that more than one billion

dollars in benefits will have been paid in 19o7 under

hospital expense insurance plans, as compared to

some 150 million dollars received by patients con-

fined in hospitals in 1948. During 1956 alone, some
900 million dollars was paid in hospitalization bene-

fits, added the Council, a 500% increase in nine

years. These figures represent payments made to

help cover the cost of hospital expenses only, and
do not include benefits paid by insurance companies
through other types of policies to cover the ex-

penses of medical, surgical, and major medical care,

and for loss of income expense insurance.

Evaluating the report, the Council said that the

“growth in benefit payments reflects both the

greater proportion of hospital expenses being

financed through insurance company policies, in-

cluding practically every type of charge for hos-

pital care, and the record expansion of these volun-

tary health insurance programs.”

In this connection, the Council noted that nearly

40%, or over 8 million people, of the 21 million

who entered a hospital last year had insurance
continued on next page
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company policies to help pay for the cost of illness

or accident. By the end of 1956, a record 66.3 mil-

lion Americans were protected against the cost of

hospital care, both through individual and family

health policies, and under group insurance pro-

grams. This represents a 155% increase in the

number of people thus covered since 1948.

In concluding its report of the rise in benefit

payments in the last nine years, the Council also

noted that there has been a decrease in the time a

patient remains in the hospital. According to the

American Hospital Association, the average length

of time in short-term general hospitals in 1948 was
8.1 days per patient. At the end of 1956. due to the

advances in medical care and treatment, this aver-

age was reduced to 7.7 days.

J-C jj:

"Happy Accidents

”

According to a special article in the J.A.M.A.

for December 21, some of medicine’s happy acci-

dents include

:

—The conquest of smallpox after Edward Jen-

ner recalled the boast of a former milkmaid that

she was immune because she had had cowpox

—

which then became the agent for mass immunity

against smallpox.

—The development of the stethoscope after a

Paris physician, Rene Theophile Laennec, saw
children tapping messages to each other along op-

posite ends of a discarded plank. He recognized in

the game the principle of the stethoscope.

—The discovery of saccharine when a chemist

forgot to wash his hands before lunch. Having just

worked with a strange chemical, he wondered about

the sugary taste of his roast beef sandwich.

—And among the most famous of medicine's

“happy accidents” are Fleming's discovery of peni-

cillin when he left a Petri dish uncovered and van
Leeuwenhoek’s discovery of bacteria when he fo-

cused a magnifying glass on a drop of water in-

stead of on a fly's leg. Out of these grew the “peni-

cillin age" and the science of bacteriology.

* * *

Haytime House Call Fees

Which physicians get the highest tees for house

calls and which the lowest? The January 20 issue

of Medical Economics reports the following na-

tional figures for normal daytime house calls:

OB ( ivn. man $8-9

Internist 7-8

Pediatrician 6-7

General surgeon f.

General practitioner 5-6

Different rankings are found, the magazine points

out. when the national picture is broken down to its

four main types of locality—metropolitan, urban,

suburban, and rural. Only in metropolitan and sub-
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urban communities do OB Gyn. men report the

highest daytime house-call fees. In urban and rural

areas, the internist heads the list.

5)1

Medical Costs and Health Insurance

The Healtli Information Foundation has an-

nounced that it will sponsor this year jointly with

the National Opinion Research Center of the Uni-

versity of Chicago, another nationwide survey of

medical costs and voluntary health insurance cov-

erage. A grant of $167,000 will make possible the

survey. The Foundation is acting in behalf of more
than 200 companies in the drug, pharmaceutical,

chemical and allied industries that sponsor the

organization.

j|c :jc

Medical Schools Enrollment Up
Of every 100,000 persons in the United States,

4.7 were enrolled as freshmen in American medical

schools during 1956-57.

In fact, there were more freshmen medical stu-

dents that year than ever before: 7,791, compared

with 7,686 in 1955-56, according to the 57th annual

report on medical education made by the American

Medical Association’s council on medical education

and hospitals.

However, the number of 1957 graduates (6,796)

from 78 approved four-year schools was slightly

smaller than the 6,845 graduated in 1956.

The 7,791 freshmen were part of 28.852 students

enrolled in the 78 four-year approved schools and
four schools of two-year basic medical science in

the U. S. 1956-57 was the eighth consecutive year

that a new record in total enrollment was estab-

lished, the report said. In 1956-57 there were
28,659 students enrolled.

In addition to teaching these medical students,

the schools also undertook to teach more than

62,000 other undergraduate students in allied med-
ical fields. These were in dentistry, nursing, phar-

macy, X ray, and medical technology, arts and sci-

ence courses, physical or occupational therapy, and
medical records and medical librarianship. The
schools also assisted in the education of interns

and residents and practicing physicians doing post-

graduate study.

% if: j{c

PG Course on Diseases of the Chest

The Council on Postgraduate Medical Education

of the American College of Chest Physicians will

sponsor the 11th Annual Postgraduate Course on

Diseases of the Chest at the Warwick Hotel, Phila-

delphia, March 3-7, 1958. The most recent advances

in the diagnosis and treatment of chest diseases

—

medical and surgical—will be presented. The tui-

tion fee is $75 including round-table luncheons.
concluded, on page 52
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THE WASHINGTON SCENE

As Reported by the

Washington Office, American Medical Association

Eleven years ago, in passing the National Em-
ployment Act of 1946, Congress provided for

two organizations whose sole function is to promote

maximum employment, maximum production and

maximum purchasing power. One is Congress’

own Joint Economic Committee
;
the other, the

President’s Council of Economic Advisers.

The President’s Council constantly studies all

forces—social as well as financial—that affect em-
ployment and production, and before each January
20 makes its report to the President, who in turn

utilizes that in drafting his annual economic report

to Congress.

At the same time the Congressional Joint Eco-
nomic Committee is making its own separate

studies, holding hearings and preparing a hack-

ground of information against which to judge the

President’s economic recommendations when they

come he lore it. The Congressional committee, how-
ever, is wholly advisory; it does not itself draft

legislation hut makes public its annual report before
each March.

Although this committee is denied legislating

power, its influence often directs the course of leg-

islation. For example, a strong, one-page report

from this committee is credited with keeping Con-
gress in session after start of the Korean war and
thus preventing a scheduled decrease in taxes.

When it calls in witnesses, the Joint Committee
attempts to obtain abroad cross-section of opinion

—

the liberal along with the conservative. For this

reason, recent hearings under the sponsorship of

the Joint Committee attracted more than casual in-

terest. They brought together conflicting general

philosophies and controversial specific issues. In

the health-welfare fields, the following were some
of the views

:

The question of hospitalization for the retired

aged through the social security mechanism was
debated pro and con by the panelists. Two views:

Professor Wilbur Cohen, University of Michi-

gan—The former Social Security official maintains

that the system can stand the drain of hospitaliza-

tion for the aged. It could he done for one half of

1 °/c of taxable income, he argued, and he would

raise the latter to the first $6,600 of income instead

of the present $4,200.

W. Glenn Campbell, American Enterprise Asso-

ciation—-Congress should give the medical profes-

sion and the insurance industry a chance to work
out this problem through traditional methods rather

than institute a costly compulsory system with all

its attendant damage to the effective practice of

medicine.

Two other panelists expressed parallel views on

the broader and philosophical aspects of health

and welfare:

Secretary Folsom of HEW—The burdens of

disease, disability, ignorance and insecurity cannot

he escaped hv under-investment in health, education

and welfare. Such an under-investment would have

a costly effect on private charities, budgets of gov-

ernments, efficiency of industry and the purchasing

power of consumers.

Professor Clarence D. Long, Johns Hopkins

University—An expansion of social welfare pro-

grams will have a very great stimulating effect on

the economy, provided we play down those pro-

grams that involve mere charity and emphasize

those that help people to help themselves.

On the day of the hearing on health, education

and welfare, the panelists agreed that no crash pro-

grams in education were called for despite the

scientific manpower shortages. Other comments on

education

:

Professor Paul J. Strayer, Princeton Univer-

sity—Either federal aid will he forthcoming on

terms that can he acceptable to the states or we will

suffer a general deterioration in the quality of

education.

President Howard R. Bowen, Grinnell College

—

Federal aid should not he granted directly to col-

leges and universities but through intermediary

non-profit corporations controlled by boards of

trustees made up of distinguished citizens.
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$ * *

Hospitals Experiment in "Progressive Care'

’

A study of new “progressive care” experiments

in hospitals has been started by the Public Health

Service, Department of Health, Education, and

Welfare. Under “progressive care” plans, patients

are moved from intensive care to routine care and
then to self-service care as their condition improves.

A national survey is under way to find out how-

many hospitals have these plans. Questionnaires on
this subject have been sent out to 8.000 hospitals

throughout the country.

In addition, a team of Public Health Service

personnel and consulting specialists will visit sev-

eral hospitals that are conducting experiments in

progressive care. The first plan to be studied bv the

team is at the Manchester Memorial Hospital,

Manchester, Connecticut.

In this hospital the critically ill patients are

placed in a special care unit with nurses constantly

in attendance, special equipment, and necessary

drugs
;
those less seriously ill are in a routine care

RHODE ISLAND MEDICAL JOURNAL
unit ; and those almost recovered, or awaiting diag-

nosis. are assigned to a self-service unit.

WORTHY OF REPETITION
"Could Hamlet have been written by a committee, or

the Mona Lisa painted by a club? Could the New Testa-

ment have been composed as a conference report? Crea-

tive ideas do not spring from groups. They spring from
individuals. The divine spark leaps from the finger of

God to the finger of Adam . . .

"What shall we say about the endless, sterile, stultify-

ing conferences held in substitution, or in the desperate

hcpe of substitution, for individual inventiveness; the

public-opinion polls whose vogue threatens even our

moral and esthetic values with the pernicious doctrine

that the customer is always right; the unctuous public-

relations counsels that rob us of both our courage and
our convictions? This continuous, daily deferral of opin-

ion and judgment to someone else becomes a habit ... It

conjures a nightmare picture of a whole nation of yes

men, of hitchhikers, eavesdroppers, and Peeping Toms,
tiptoeing backward off-stage with their fingers to their

lips — this, the nation whose prophets once cried "Trust

Thyself!” . . .

"Nor shall we recover our self-respect by chasing after

it in crowds. Self-respect cannot be hunted. It cannot be

purchased. It is never for sale. It cannot be fabricated out

of public relations. It comes to us when we are alone, in

quiet moments, in quiet places, when we suddenly realize

that, knowing the good, w'e have done it; knowing the

beautiful, we have served it; knowing the truth, we have

spoken it.”

A. Whitney Griswold, President, Yale University,

as quoted in Newsweek Magazine.
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PERRY BERNSTEIN, M.D., a practicing

physician in Rhode Island for many years, died on

February 23, 1957.

Doctor Bernstein was born in Russia, on Sep-

tember 25, 1899, and he came to Providence about

forty-four years ago. He attended Tufts College

Medical School and was graduated in 1924. He
served his hospital internship at Macon Hospital,

Macon, Georgia, and subsequently he was a mem-
ber of the staff of the Miriam Hospital and the

Roger Williams General Hospital.

Doctor Bernstein was a member of the Provi-

dence Medical Association, Rhode Island Medical

Society, American Medical Association, and the

American Gynecological Association.

ANTONIO BELLINO, M.D., a practicing

physician in Providence, died suddenly at his home
on October 15, 1957.

A native of Providence, Doctor Bellino was born

on July 25, 1908. He completed his premedical

course at Providence College in 1928 and received

his Bachelor of Philosophy degree from that col-

lege in 1930. Doctor Bellino was graduated from
the Medical School of Georgetown University in

1934 with the degree of Doctor of Medicine.

After interning at Notre Dame Hospital, Central

Falls, and Charles V. Chapin Hospital, he began
the active practice of medicine in Providence in

1936.

Doctor Bellino was on the staffs of St. Joseph’s,

Roger Williams General and Our Lady of Fatima
hospitals.

He was a member of the Malpighian Medical So-
ciety, the Providence Medical Association, the

Rhode Island Medical Society, and the American
Medical Association.

ROBERT 11. BRESEIN, M.D., a prominent
Providence physician, died on June 25, 1957.

He was horn in Providence on October 6, 1888,

and attended elementary and high school in Provi-

dence, and then received his Doctor of Medicine

degree from the University of Maryland in 1915.

He interned at St. Joseph’s Hospital, Hartford,

Connecticut, 1915-1916, and later served on the

staffs of St. Joseph’s and Roger Williams hospitals

as consulting gynecologist.

Doctor Breslin served in the United States Navy
from 1907 to 1911. He was also a captain in the

Medical Corps of the United States Army in World
War I.

He was a member of the American Legion, the

Veterans of Foreign Wars, St. Paul’s Council.

Knights of Columbus, and the Edgewood Yacht
Club. He held memberships also in the Providence

Medical Association, Rhode Island Medical Soci-

ety. and the American Medical Association.

ELLIOTT M. CLARKE ,
M.D., honored a few

years ago for being a practicing physician for more
than half a century, died at his home on October

31, 1957.

Doctor Clarke was horn in Hope Valley on

October 17, 1877. He was graduated from Har-

vard University Medical School in 1899.

Doctor Clarke began practicing medicine in

Mansfield, Massachusetts, after interning at Rhode
Island Hospital. He came to Central Falls in 1914

and maintained his office there until his retirement

three years ago.

In 1954, Doctor Clarke was presented a plaque

by the Pawtucket Medical Association in recogni-

tion of his fifty-four years in the medical profes-

sion. He was a member of the Rhode Island Med-
ical Society, the American Medical Association,

and he was a past president of the Pawtucket Med-
ical Association.

JAMES P. CLUNE, M.D., age fifty-four, died

on November 13, 1957, at St. Joseph's Hospital.

Doctor Chine was born in Cranston on Septem-

ber 22, 1903. A graduate of Providence College,

class of 1923, and Georgetown University Medical

School, class of 1927, he served his internship at

St. Joseph’s Hospital, the New York Skin and

Cancer Hospital, and the Berwin Maternity Clinic,

New York.

He was a member of the staffs of St. Joseph’s

Hospital, Roger Williams General Hospital,

Charles V. Chapin Hospital, and the state institu-

tions.

Doctor Clune was a member of the Rhode Island

Medical Society, the Providence Medical Associa-

tion, and the American Medical Association.
continued on next page
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CHARLES O. COOKE, M.D., retired surgeon

and phvsician. died on April 16. 1957. at the age

of seventy-eight.

Doctor Cooke was born in Providence on April

26. 1878. A graduate of Brown University in 1899.

and of Yale Medical College in 1905. he served his

internship at Rhode Island Hospital. He served

later on the start's of many hospitals in this area.

Doctor Cooke was a 32d degree Mason, a

Shriner. and a member of the University and

Wannamoisett Country clubs. He also was a mem-
ber of many medical societies and a diplomate of

the American Board of Surgery. He also held

membership in the Providence Medical Associa-

tion. the Rhode Island Medical Society, and the

American Medical Association. In 1932, he was

awarded the Fiske Prize by the Rhode Island Med-
ical Society for his contributions to his special field.

He was a member of the Sigma Xi honorary

scientific fraternity at Yale and at that university

won the Keese Prize for his thesis. Doctor Cooke
also belonged to Dei Chapter. Xu Sigma Xu. at

Yale.

JOSEPH FRANKLIN , M.D., chief of the De-
partment of Gynecology and Obstetrics at Miriam
Hospital, died on April 1. 1957, at the Xew Eng-
land Medical Center in Boston. Massachusetts.

Born in Armenia, November 10. 1899. he had
been a practicing physician in Providence for more
than thirty years. Doctor Franklin re eived his

medical degree from Harvard University in 1925

and he served his internship at Boston City Hos-
pital and Rhode Island Hospital.

In addition to Miriam Hospital, he was on the

staffs of Rhode Island. Providence Lying-In,

Charles Y. Chapin hospitals, and he was a consul-

tant in gynecology and obstetrics at South County
Hospital. He was also a member of the courtesy

staff of Roger \\ illiams General Hospital

Doctor Franklin was a member of the Rhode
Island Medical Society, the Providence Medical

Association, the Xew England Obstetrical and
< lynecological Society, the American Board of

Obstetrics and Gynecology, the Academy of Ob-
stetrics and Gynecology, the Harvard Club of

Rhode Island, the Harvard Chemist Society, and
Overseas Lodge, F. and A.M.

II ALTER C . GORDOS
,
M.D., a Providence

resident tor fifty years, died on June 1, 1957.

Doctor Gordon was born in Caledonia. New
York, on January 23. 1878. He received his Doctor
of Medicine degree from the University of Mary-
land in 1907. and served his internship at W’allum
Lake Sanatorium.

Doctor Gordon had served on the staffs of Rhode
Island Hospital and St. Joseph’s Hospital.

RHODE ISLAND MEDICAL JOURNAL
He was a 32d degree Mason, a member of the

Prov idence Rotary Club, and the British Empire
Club. Doctor Gordon was also a member of the

Providence Medical Association, the Rhode Island

Medical Societv, and the American Medical As-

sociation.

ROLAND HAMMOND, M.D., an orthopedic

surgeon in Rhode Island for forty-two years, died

on June 11. 1957, at the age of eighty-one.

Doctor Hammond was born July 29. 1875. in

Bellingham, Massachusetts. He was graduated

from Tufts College in 1898 and from Harvard

Medical College in 1902. and served his internship

at Rhode Island Hospital prior to starting his prac-

tice here in 1905.

Doctor Hammond served as a medical officer in

Newport. Ireland, and London during World \\ ar

I. and he was a lieutenant commander in the Navy
Medical Corps from 1934 to 1938.

He was consulting orthopedic surgeon at Rhode

Island and St. Joseph’s hospitals, and at various

times in his career had headed the orthopedic de-

partments at Miriam Hospital and Memorial Hos-

pital in Pawtucket. He also had been consulting

orthopedic surgeon at Charles \ . Chapin and

Lying-In hospitals in Providence, South County

Hospital in Wakefield, and the Westerly and New-
port hospitals.

Before his retirement from practice Doctor

Hammond was recognized as one of the leading

bone specialists in Rhode Island. He was president

of the Boston Orthopedic Club in 1926. president

of the Providence Medical Association in the same

vear. and president of the Rhode Island Medical

Societv in 1935-36. From 1920 to 1936 he was vice-

president of the American Orthopedic Association.

Doctor Hammond also had served as chairman of

the Rhode Island Regional Committee on Frac-

tures of the American College of Surgeons, and he

was a member of the American Academy of Ortho-

pedic Surgeons, and the American College of Sur-

geons. He was a delegate from Rhode Island from

1924 to 1933 to the American Medical Association

and was a diplomate of the American Board of

Orthopedic Surgery. He also was a member of the

Providence Medical History Club.

ROBERT G. MCRPHY, M.D., a practicing

physician in Providence since 1936. died on Mav
6. ’1957.

He was born in Providence on February 26.

1907 and attended Hope High School and Brown
University here. He was graduated from McGill

University Medical School in 1933. His internship

was served at Charles \ . Chapin and Rhode Island

hospitals and he later served as resident physician

at Rhode Island Hospital. He had been on the staffs

of the Rhode Island Hospital, and Our Lady of
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Fatima Hospital, the courtesy staff of St. Joseph’s

and Roger Williams hospitals, and he was a Visit-

ing Physician at the Toxemia Clinic, Providence

Lying-In Hospital. He was also an attending physi-

cian at the Veterans Administration Hospital.

Doctor Murphy served as a major in the Army
Medical Corps during World War II. He enlisted

in the Army on August 17, 1942, as a member of

the 4<Sth Evacuation Hospital Unit composed of

members of the staff of Rhode Island Hospital.

He served with that unit in the China-Burma-India

theater of operations until the end of the war.

He held memberships in the Providence Medical

Association, of which he was treasurer for six

years, a member of its Executive Committee and

the chairman of the Association’s Committee on

Group Insurance; the Rhode Island Medical So-

ciety, of which he was a member of its House of

Delegates ; and the American Medical Association.

He was also a Fellow of the American College of

Physicians, and a member of the New England
Heart Association.

IRA H. NOYES, M.D., prominent Rhode
Island obstetrician and gynecologist for nearly half

a century, died suddenly on May 3, 1957.

Doctor Noyes was horn in Stonington, Connecti-

cut, on July 29, 1885. He attended Norwich Free
Academy in Norwich, Connecticut, and he was
graduated from the Yale Medical School in 1908.

He served his hospital internship at Rhode Island

and Providence Lying-In hospitals, and served on
the staffs of most of the hospitals in Rhode Island.

Doctor Noyes served as a captain in the Medical

Corps during World War I and went overseas with

the American Expeditionary Force.

He was a fellow of the American College of

Surgeons, the American Medical Association and

the Rhode Island Medical Society, and belonged to

the New England Surgical Society, the New Eng-
land Obstetrical and Gynecological Society, the

New England section of the American Urological

Association, and the Providence Medical Asso-

ciation.

EMERY M. PORTER, M.D., widely known
surgeon, died at Rhode Island Hospital on No-
vember 4, 1957.

Born in Providence on September 10. 1884, he

received his Doctor of Medicine degree from Har-
vard Medical School in 1910. He served his intern-

ship at Roosevelt Hospital, and at Sloane Hospital

for Women, both in New York City.

He served in the Medical Corps during World
War I, and was discharged with the rank of cap-

tain. Doctor Porter became a major in the Medical

Reserve in 1928.

Throughout Doctor Porter’s forty-four years of

medical practice in Providence he served on the

staffs of many hospitals and he was considered to
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he one of the most prominent general surgeons in

Rhode Island.

He was a member of many clubs and organiza-

tions throughout the state. He was a past president

of the Providence Medical Association, a member
of the Rhode Island Medical Society, the American
Medical Association, a fellow of the American
College of Surgeons, a member of the Founders

Group of the American Board of Surgery, and a

member of the New England Surgical Society, of

which he was president in 1949.

JOSEPH T. ROSWELL, M.D., dean of the

medical staff of the W'oonsocket Hospital, and old-

est member of the Rhode Island Medical Society,

died in Woonsocket. Rhode Island, on December
20. 1957.

Doctor Roswell was born in St. Louis, Missouri,

December 27, 1865, and when his family moved to

Pittsburgh, Pennsylvania, he completed his educa-

tional training there, graduating from the Univer-
sity of Pittsburgh in the same class with the famed
Doctor Chevalier Jackson. He received his Doctor
of Medicine degree from Bellevue Hospital Med-
ical College (summa cum laude ) in 1894, and be-

cause of his high scholastic standing he was ap-

pointed senior assistant to the House staff, and also

surgical resident.

He established his medical practice in Rhode
Island in 1896, at Providence, and the following

year he moved to Woonsocket to practice. He
served as a member of the Woonsocket Hospital

staff from 1909 until his retirement as chief anes-

thetist in 1939. He was secretary of the Woon-
socket District Medical Society for several years;

he served as a member of the examining board for

the Selective Service in World War II ; and he was
at one time a member of the city School Committee.

Doctor Roswell is survived by two daughters,

Miss Madeline Roswell, and Miss Helen C. Ros-

well, both of Woonsocket.

NILES WESTCOTT ,
M.D., assistant superin-

tendent at Butler Hospital for twenty-seven years

before his retirement in 1954, died on May 31,

1957.

Doctor Westcott was horn on April 25, 1881, in

Oaklawn, Rhode Island. He was graduated from

Yale University Medical School in 1909 and was

licensed to practice medicine in Rhode Island that

same year.

After interning at Rhode Island, Charles V.

Chapin, and Providence Lying-In hospitals, he

practiced medicine in Delaware and Rhode Island

before he was appointed assistant superintendent

at Rhode Island Hospital. In 1927 he resigned to go

to Butler Hospital.

Doctor Westcott was a member of the Provi-

dence Medical Association, the Rhode Island Med-
concluded on next page
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for double protection!

Available in the conventional straight neck bottle

or the distinctive two compartment bottle (above)

for easy separation of cream from the fat free miik.

Separators furnished free upon request.

CALL EA 1-2091 today for home delivery.

B. MUNROE DAIRY INC.

151 Brow Street

EAST PROVIDENCE, It. I.

Hvgienically capped . .

.

and cellophane sealed

ical Society, and the American Medical Associa-

tion. and he was a fellow of the American Psy-

chiatric Association and the Rhode Island Associa-

tion of Psychiatry and Neurology.

He also was a member of the Rhode Island Yale

Alumni Association. The Rhode Island Historical

Society, the University Club and the \\ estcott

National Family Association. He was a member of

the Community Baptist Church of Oaklawn. and
of What Cheer Lodge. F. and A.M.
He was noted in his profession as being one of

the first in this country to diagnose agranulocytosis,

a blood ailment, and he was among the first to make
a diagnosis of undulant fever. He also made a

diagnosis of Pick's Disease of the brain, rarely

made on a living patient.
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symptomatic relief ... plus!

achrocidin is a well-balanced, comprehensive formula for

treating acute upper respiratory infections.

Debilitating symptoms of malaise, headache, pain, mucosal

and nasal discharge are rapidly relieved.

Early, potent therapy is offered against disabling complications

to which the patient may be highly vulnerable, particularly

during febrile respiratory epidemics or when questionable middle

ear, pulmonary, nephritic, or rheumatic signs are present.

achrocidin is convenient for you to prescribe—easy for the

patient to take. Average adult dose: two tablets, or teaspoonfuls

of syrup, three or four times daily.

tablets
ACHROMYCIN ® Tetracycline . 125 mg.
Phenacetin 120 mg.
Caffeine 30 mg.
Salicylamide 150 mg.
Chlorothen Citrate 25 mg.

Bottle of 24 tablets

syrup
Each teaspoonful (5 cc.) contains:

ACHROMYCIN ® Tetracycline
equivalent to tetracycline HC1 125 mg

Phenacetin 120 mg
Salicylamide 150 mg
Ascorbic Acid (C) 25 mg
Pyrilamine Maleate 15 mg
Methylparaben 4 mg
Propylparaben 1 mg

Available on prescription only

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER. NEW YORK
*Reg. U. S. Par Ol.



in G.l. disorders

‘Compazine’ controls tension

—often brings complete relief

In such conditions as gastritis, pylor-

ospasm, peptic ulcer and spastic

colitis, ‘Compazine’ not only re-

lieves anxiety and tension, but also

controls the nausea and vomiting

which often complicate these

disorders.

Physicians who have used ‘Com-

pazine’ in gastrointestinal disorders

—often in chronic, unresponsive

cases—have had gratifying results

(87% favorable).

Compazine
the tranquilizer and antiemetic

remarkable for its freedom from

drowsiness and depressing effect

Available: Tablets, Ampuls, Span-

sule" sustained release capsules,

Syrup and Suppositories.

Smith Kline & French Laboratories
,
Philadelphia

*T.\1. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F.
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Enhances the “prime of life”

MI-CEBRIN
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comprehensive dietary support for
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COMBATS MOST CLINICALLY IMPORTANT PATHOGENS

In a recent report of five years’ experience involving 2,142 patients,

the authors conclude that CHLOROMYCETIN (chloramphenicol,

Parke-Davis) is a valuable and effective antibiotic in the treatment

of various acute infectious diseases. 1

Other current reports of in vivo and in vitro studies agree that

CHLOROMYCETIN has maintained its effectiveness very well

against both gram-negative2 '6 and gram-positive2 ’6" 10 organisms.

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood

dyscrasias have been associated with its administration, it should not be used

indiscriminately or for minor infections. Furthermore, as with certain other drugs,

adequate blood studies should be made when the patient requires prolonged

or intermittent therapy.

REFERENCES (1) Woolington, S. S.; Adler, S. J., & Bower, A. G., in Welch, H., & Marti-

Ibanez, E: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc., ’’1957, p. 365.

(2) Ditmore, D. C., & Lind, H. E.: Am. /. Gastroenterol. 28:378, 1957. (3) Hasenclever, H. E:

/. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957.

(5) Holloway, 'W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P S.: Postgrad. Med.

21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hos-p.

100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other

Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957.

(9) Doniger, D. E., & Parenteau, Sr. C. M.: /. Maine M. A. 48:120, 1957. (10) Josephson, J. E., &
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957.

PARKE, DAVIS & COMPANY * DETROIT 32, MICHIGAN

N



IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN
AND 4 OTHER WIDELY USED ANTIBIOTICS*

CHLOROMYCETIN 88%

ANTIBIOTIC A 76%

1 ANTIBIOTIC B 62%

1 ANTIBIOTIC C 56%

r
1 1 ANTIBIOTIC D 53%

0 20 40 60 80 100

Adapted from Ditmore and Lind.
2 Organisms tested were isolated from stools of 48 patients.

25058
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THERE IS NOTHING

LIKE BIVAM
TO PROTECT
YOUR

PRENATAL
PATIENTS
BIVAM TABLETS

citrus bioflavonoids

multiple vitamins

multiple minerals

PROTECT HER
against labor and

wi(h mult

delivery difficulties minimize

iple nutrients essential in helping to

the stress of pregnancy

against bleeding with water-soluble citrus bioflavonoid complex,

vitamins K and C

against leg cramps with phosphorus-free calcium

against anemia with ferrous iron, B12, folic acid, copper,

cobalt, molybdenum

Bottles of 100, 300 and 1000 tablets

Send for SAMPLES of small, easy-to-take BIVAM tablets

u. s. vitamin corporation . pharmaceuticals
Arlington-Funk Laboratories, division • 250 East 43rd Street. New York 17, N. Y.
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“Since we put him on NEOHYDRIN he’s been

able to stay on the job without interruption

oral

organomercurial

diuretic NEOHYDRIN”
BRAND OF CHLORMERODRIN

LAKESIDE 24 6 57
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Why Physicians Service

is best for

your patients . . .

and for you!
PHYSICIANS SERVICE is the one and only medical care

program that acts under the supervision of the State

Medical Society to promote doctor bill coverage for all the

communities of the State.

Here are a few practical reasons why Physicians Service

is the best plan for your patients . . . the best plan for you,

their doctor.

• Enrolls groups as small as ten—
not just large, “select risk*’ groups.

• Enrolls individuals under 65 not

eligible for group membership.

• Has never cancelled because of age,

retirement, unemployment, or fre-

quency of use.

• Helps you retain your independ

ence in your practice of medicine.

• Provides the same coverage for all

enrolled members of the family plus

maternity care for the wife.

• Assures your patients free choice

of doctor.

• Assures simplicity and promptness

of payment.

Many Rhode Islanders still do not belong to Physicians

Service— you’ll be doing them — and yourself— a favor

when you recommend that they enroll.

RHODE ISLAND MEDICAL SOCIETY
PHYSICIANS SERVICE
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TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE

A versatile, well-balanced formula capable of modifying

the course of common upper respiratory infections . . .

particularly valuable during respiratory epidemics; when
bacterial complications are likely; when patient’s history

is positive for recurrent otitis, pulmonary, nephritic, or

rheumatic involvement.

Adult dosage for Achrocidin Tablets and new caffeine-

free Achrocidin Syrup is two tablets or teaspoonfuls of

syrup three or four times daily. Dosage for children ac-

cording to weight and age.

Available on prescription only.

TABLETS (sugar coated) Each Tablet contains:

Achromycin® Tetracycline 125 mg.
Phenacetin 120 mg.
Caffeine 30 mg.
Salicylamide 150 mg.
Chlorothen Citrate 25 mg.
Bottles of 24 and 100.

SYRUP (lemon-lime flavored) Each teaspoonful (5 cc.)

contains:

Achromycin® Tetracycline
equivalent to tetracycline HC1 125 mg.

Phenacetin 120 mg.
Salicylamide 150 mg.
Ascorbic Acid (C) 25 mg.
Pyrilamine Maleate 15 mg.
Methylparaben 4 mg.
Propylparaben 1 mg.
Bottle of 4 oz.

the debilitatingrapidly relieves symptoms

LEDERLE LABORATORIES
*T rademark

DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER. NEW YORK



"... especially suitable

for out-patient and

office use."'



the full-range tranquilizer

EXCEPTIONAL THERAPEUTIC RANGE
. . . dosage range adaptable for tension and anxiety states,

ambulatory psychoneurotics, agitated hospitalized psychotics

EXCEPTIONAL POTENCY
• At least five times more potent than earlier phenothiazines

EXCEPTIONAL ANTIEMETIC RANGE
• From the mildest to the severest nausea and vomiting due

to many causes

ADEQUATE SAFETY IN RECOMMENDED DOSAGE RANGES
• Jaundice attributable to the drug alone not reported

• Unusual freedom from significant hypotension

• No agranulocytosis observed

• Mental acuity apparently not dulled

TRILAFON -grey tablets of 2 mg. (black seal), 4 mg. (green seal), 8 mg.

(blue seal), bottles of 50 and 500; 16 mg. (red seal), for hospital use,

bottle of 500.

Refer to Schering literature for specific informa-

tion regarding indications, dosage, side effects,

precautions and contraindications.

SCHERING CORPORATION BLOOMFIELD, NEW JERSEY

•T.M. TR-J-3297

outmoding older
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new

improved

formula!

THERAGRAN
Squibb Vitamins for Therapy

expanded to include certain essential vitamins

extra value...

at no extra cost to your patients

Theragran—the original and most widely prescribed

therapeutic vitamin preparation-is now expanded

to provide additional nutritional support for your

adult patients. In keeping with the proposals of in-

vestigators, such vitamins as B )L., pyridoxine and

d-calcium pantothenate have been added to the

formula, and the ascorbic acid content has been in-

creased. These improvements in the Theragran for-

mula provide your patients with extra value at no

additional cost.

Each new, improved Theragran capsule supplies:

Vitamin A 25.000 U.S.P. Units

Vitamin D 1,000 U.S.P. Units

Thiamine Mononitrate 10 mg.

Riboflavin 10 mg.

Niacinamide ^ *00 m S-

Ascorbic Acid 200 mg.

Pyridoxine Hydrochloride 5 mg.

d-Calcium Pantothenate 20 mg.

Vitamin B )2 activity concentrate 5 meg.

1 or more capsules daily as recommended by a physician.

Family Pack of 180. Bottles of 30, 60. 100 and 1000.

ALSO AVAILABLE

new! THERAGRAN JUNIOR
formulated for vitamin therapy in children and adolescents

as Theragran is formulated for adults.

THERAGRAN LIQUID
for patients who prefer liquid vitamin therapy

THERAGRAN-M
with extra vitamins and minerals

"IHEWA0HAN

•

Squibb

•THERAGRAN* IS A SQUIBB TRADEMARK

Squibb Quality-

the Priceless

Ingredient
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now . .

.

unprecedented

Sulfa

therapy

New authoritative studies show that Kynex
dosage can be reduced even further than that

recommended earlier. 1 Now, clinical evidence

has established that a single (0.5 Gm.) tablet

maintains therapeutic blood levels extending

beyond 24 hours. Still more proof that KYNEX
stands alone in sulfa performance—

• Lowest Oral Dose In Sulfa History—0.5 Gm.
(1 tablet) daily in the usual patient for main-
tenance of therapeutic blood levels

• Higher Solubility—effective blood concentra-

tions within an hour or two

• Effective Antibacterial Range— exceptional

effectiveness in urinary tract infections

• Convenience—the low dose of 0.5 Gm. ( 1 tab-

let) per day offers optimum convenience and
acceptance to patients

NEW DOSAGE
The recommended adult dose is 1 Gm. (2 tab-

lets or 4 teaspoonfuls of syrup) the first day,

followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls

of syrup) every day thereafter, or 1 Gm. every

other day for mild to moderate infections. In

severe infections where prompt, high blood

levels are indicated, the initial dose should be

2 Gm. followed by 0.5 Gm. every 24 hours.

Dosage in children, according to weight; i.e.,

a 40 lb. child should receive *4 of the adult

dosage. It is recommended that these dosages

not be exceeded.

Tablets:

Each tablet contains 0.5 Gm. (7% grains') of sulfamethoxy-
pyridazine. Bottles of 24 and 100 tablets.

Syrup:
Each teaspoonful (5 cc.) of caramel-flavored syrup contains
250 mg. of sulfamethoxypyridazine. Bottle of 4 fl. oz.

1 Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957.

LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK
*Reg. U.S. Pot. Off.
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For (he CONVENIENCE of our CUSTOMERS...

Call EA 1-2091 today

for home delivery.

A. B. MUNROE DAIRY
INC.

151 BROW ST., EAST PROVIDENCE, R. I.

A. B. Munroe Dairy offers cus-

tomers the choice of milk in:

(1) conventional straight neck

bottle,

(2) distinctive two compartment
bottle for easy separation of

cream from the fat-free milk.

Separators furnished free

upon request.

The two compartment bottle is

a money-saver for families

occasionally requiring small

amounts of skim (fat-free) milk

for special diets or top cream
for cofFee, cooking and other

needs.

Wherever you go

forget your telephone

calls. We'll take them

for you, day or night.

MEDICAL BUREAU
of the

Providence Medical Association
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CLINICAL COLLOQUY
I V

My patients complain that

the effect of the pain tablet I prescribe
often wears off in less than 3 hours.

I I

55
Why not try the new analgesic

that gives faster,

longer-lasting pain relief?

55
V I

You mean something that

doesn't require repeat dosage so often?

V V

55
Yes— it’s called Percodan.®

It not only works in 5 to 15 minutes but

one tablet sustains its pain-relieving effect

for 6 hours or longer!

i v
How about side effects?

I 1

55
No problem. For example,
the incidence of constipation

is rare with Percodan. *

55

Sounds worth trying— what's the average adult dose?

55
One tablet every 6 hours. That's all.

55

Where can I get literature on Percodan?

I I

55
Just ask your Endo detailman or write to:

Oido ENDO LABORATORIES
Richmond Hill 18, New York

*U.S. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and
homatropine, plus APC. May be habit-forming. Available through all pharmacies.
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AN AMES CLINIQUICK
CLINICAL BRIEFS FOR MODERN PRACTICE

what liver metabolites,

commonly considered

always toxic, are actually

a vital source of energy?

“Ketone” bodies— acetoacetic acid, acetone and

P-hydroxybutyric acid. Despite their potential

for harm, they are normal intermediate products

in the catabolism of fatty acids and represent a

“quick fuel” to the cells in the same manner as

glucose. They are toxic when produced faster

than utilized, appearing in the urine as an abnor-

mal finding— ketonuria.

Source— Hoffman, W. S.: The Biochemistry of Clinical

Medicine, Chicago, The Year Book Publishers, Inc.,

1954, p. 95.

KETOSTIX Reagent Strips
TRADEMARK

dip-and-read test for ketonuria

specific • standardized • sensitive

greater relative sensitivity to acetoacetic acid—

the more reactive ketone

Supplied: bottles of 90 Ketostix Reagent Strips—
No. 2391

for tablet testing—Acetest® Reagent Tablets detect

ketone bodies with one drop of urine
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versatile dermatotherapy

for JUNIOR and SENIOR citizens

in pediatrics
Desitin Ointment is

unequalled in preventing

and clearing up diaper rash,

excoriation, irritation,

chafing.

in geriatrics
an incomparable protectant

and healing agent against

excoriation due to incon-

tinence; senile pruritus,

excessive skin dryness.
Write for samples and literature

DESITIN CHEMICAL COMPANY
812 Branch Ave., Providence 4, R. I.



Stepped-up performance

New rapid-acting ACHROMYCIN V Capsules offer more

patients consistently high blood levels— at no sacrifice

to the broad anti-infective spectrum of ACHROMYCIN

Tetracycline, its low incidence of side effects, or its dosage

and indications.

The pure, unaltered crystalline tetracycline HCI molecule

of ACHROMYCIN, now buffered with citric acid, provides



Tetracycline HCI Buffered with Citric Acid

prompt and high blood levels, faster broad-spectrum action

...rapidly decisive control of infections. New ACHROMYCIN

V Capsules do not contain sodium.

REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V

CAPSULES: (blue-yellow) 250 mg. tetracycline HCI (buffered with citric acid, 250 mg.); 100 mg. tetracycline HCI

(buffered with citric acid, 100 mg.). ACHROMYCIN V DOSAGE: Recommended basic oral dosage is 6-7 mg.

per lb. body weight per day. In acute, severe infections often encountered in infants and children, the dose should be 12

mg. per lb. body weight per day. Dosage in the average adult should be 1 Gm. divided into four 250 mg. doses.

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMI
*Reg. U.S. Pat. Off.

D COMPANY. PEARL RIVER. NEW YORK
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By proper planning , the fortunes of men can by-pass

chance , outlast the vagaries of time and endure for generations

Youngest Doctor on the ski slope

with a $50,000 estate

1 1 will take him at least a few years to develop

li is practice to a satisfactory level. It will take even

more years for him to build up an estate. Yet rather

than leave his family’s security unprotected during

that period, he wisely decided to create an estate

with life insurance.

lie has made the proceeds payable to a trust so

now he knows it will provide for the comfort and

support of his wife and children if anything should

happen to him.

For the young professional man. a life insurance

trust is the most practical way of establishing maxi-

mum security — on a minimum of assets. Later,

securities can he added so that in practice this trust

functions as a Living Trust , one in which the prin-

cipal is increased in direct proportion to a man’s

property.

New Englands Oldest Trust Company

Founded in ll}67

For the established doctor, a Living Trust provides

the ideal arrangement — offering a great many ad-

vantages. A Living Trust is easily adapted to fit

present earnings. It provides a regular source of

income for retirement. And it has many of the bene-

fits of a w'ill because it allows the designation of

beneficiaries after death.

You can find out more about the type of trust that

would be best suited for you by arranging a meeting

with one of our Trust officers at 15 Westminster
Street. Providence, at a time and place of your

choosing. Or contact the manager of the branch office

nearest you.

f Rhode Island

HOSPITAL TRUST
COMPANY

Ol 1'ICES IN PROVIDENCE • CRANSTON - EAST GREENWICH • EAST PROVIDENCE • NEWPOR1 • PAWTUCKET • WOONSOCKET

Member Federal Reserve System • Federal Deposit / nsurance Corporation
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BARBITURATE POISONING

Johannes Virks, m.d.

The Author. Johannes Virks, M.D., Resident in In-

ternal Medicine, Memorial Hospital, Pawtucket,

Rhode Island.

I. Incidence and Mortality

'T'he popularity of barbiturates as sedatives

and hypnotics has been increasing from year to

year. There has been a parallel increase in the

number of patients who have ingested these drugs

in overdosage, either accidentally or with suicidal

intent.

It is estimated that in the United States more
than 15,000 patients are seen each year because of

barbiturate poisoning. Tbe number of reported

deaths in the United States has risen from 266 in

19.35 to a peak of 1.140 in 1949, and remained close

to 1,000 in 1953. 1 According to these figures the

proportional number of cases of barbiturate poison-

ing in Rhode Island would be 70 per year, with 5

fatalities from it. The information obtained from
the Rhode Island Division of Vital Statistics

showed that in 1956 there were actually 8 deaths

from barbiturate poisoning in Rhode Island.

Until recently the over-all mortality rate from
barbiturate poisoning remained to about 10%, in

serious cases increasing to over 20%.2 Among other

countries the Scandinavian countries were partic-

ularly concerned about such high mortality rates.

Thorough investigations into the causes of high

mortality rate in barbiturate poisoning were under-

taken. Between 1945-1951 several reappraisals

were made in tbe previous methods of treatment.

One important contribution in Denmark was the

organization in 1949 of a Center in Copenhagen
for the treatment of all patients from Copenhagen
and its environs with severe poisoning. As a result

of these changes the mortality from barbiturate

and morphine poisoning in Denmark was brought

down from 25% in 1945 and 1946, to 3.7% in 1951,

and even down to 1.6% in Copenhagen in 1951.3

The same appreciable results have been obtained

with comparable methods of treatment in the

United States. Among 243 patients with barbitu-

rate poisoning treated between 1953-1956 in King
County Hospital, Seattle, there were only 4 fatal-

ities, giving a total mortality rate of 1.6% for all

patients and of 2.5% for tbe comatose patients. 4

These results are rewarding indeed, since the

great majority of the patients who have attempted

suicide by barbiturate intake are happy to have been

saved. According to the Danish reports only 5% of

the patients saved repeated the suicidal attempts.5

As far as the sex and age distribution of the

patients of barbiturate poisoning are concerned,

the females outnumber tbe males in a ratio more
than 2:1. Most of the patients belong to the age-

group of 30-49 years.

11. Severity of Poisoning and

Blood Barbiturate Level

In the treatment and prognosis of barbiturate

poisoning it is of great importance to lie able to

evaluate the degree of severity of the poisoning.

Since in most cases the amount and type of bar-

biturates ingested is unknown or the information

is unreliable, the clinical findings and blood bar-

biturate levels are used as criteria for classification

of patients into different groups according to sever-

ity of poisoning.

On the basis of clinical findings, Reed and co-

workers0 and Plum and Swanson 4 have classified

the cases into the following groups :

Group 0: Patients who could be aroused and

could give their own histories.

Group I

:

Patients in coma, who will withdraw

from painful stimuli. No respiratory or circula-

torv embarrassment. Reflexes intact.

Group II

:

Patients in coma, who do not with-

draw from painful stimuli. No respiratory or

circulatory depression. Most or all of the reflexes

intact.

Group III: Patients in deep coma. No significant

respiratory or circulatory depression. Most or

all of the reflexes absent.

75
continued on next page
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Group II': Patients in deep coma with respira-

tory and circulatory depression. Most or all of

the reflexes absent. Duration of coma longer

than 36 hours.

It is obvious that the Group II’ patients create

the most difficult problem in management. Most of

the fatal cases belong in this group. 6 - 4 The possible

complications in this group are : depression of res-

piratory and circulatory centers with resultant

anoxia of the brain and heart; circulatory failure

with shock and cardiac arrhythmias
;
pneumonia

and pulmonary atelectasis. The Scandinavian au-

thors have called attention to a high incidence of

circulatory complications.5 Pneumonia as a com-
plication has been found to he most frequent fol-

lowing the ingestion of long-acting barbiturates

(
phenobarbital, barbital )

.

During the past decade noticeable progress has

been made in determination of the level and type

of barbiturates in the blood. This has been possible

since the introduction of ultraviolet spectro-

photometric methods by Walker, Fisher and co-

workers in 1948, s - 8b and Goldbaum in 1952.9 No
perfect correlation has been found between the se-

verity of poisoning and blood barbiturate level.
1 "- 11

However, certain hints, helpful in the planning of

treatment and estimation of prognosis, can he

obtained.

Table No. 1 shows that long-acting barbiturates

(phenobarbital, barbital
)
produce severe poisoning

at a higher blood level than intermediate-acting

(amytal )
and short-acting (nembutal, seconal).

Apparently the more rapid-acting barbiturates have

a higher physiologic and toxic potency producing

severe poisoning at a lower blood level. On the

other hand, the long-acting barbiturates are mostly

excreted in the urine unchanged, and this is re-

flected in the slow rate of fall in the blood level.

Therefore, the coma from long-acting barbiturates

is prolonged and complications more frequent. The
short-acting barbiturates are metabolized rapidly

in the liver, and therefore the rate of fall in the

blood level is rapid.

It should he stressed that one cannot expect the

blood barbiturate levels given in Table No. 1 to he

considered as fixed norms. There are too many
variables in individual cases: time interval between

RHODE ISLAND MEDICAL JOURNAL
ingestion of barbiturates and determination of

blood level ; rate of absorption ; other drugs, par-

ticularly alcohol, ingested
;

previous diseases, par-

ticularly liver and kidney disease. All these factors

alter the correlation between the depth and dura-

tion of coma and blood barbiturate level. It seems
to he significant to mention that there appears to he

a synergistic effect of barbiturates and alcohol.

Several cases of sudden deaths have been reported

where neither the barbiturate nor the alcohol con-

centration would ordinarily be considered as fatal

levels. 81
' Certainly, the possible liver disease of

alcoholics contributes to the slow elimination of

barbiturates. Thus, caution should he used in pre-

scribing barbiturate sedation for alcoholics.

III. Treatment

Considerable controversy exists concerning the

most effective methods of treatment of barbiturate

poisoning. There are two opposing schools of

thought. One school, originated by Scandinavians

led by Nilsson. 1 - has condemned the use of potent

analeptic drugs in the treatment of barbiturate

poisoning. They have taken an active expectant

attitude relying on supportive treatment only. How-
ever, there are representatives of this school of

thought who do not exclude the limited and cau-

tious use of analeptics in selected cases. 13, 5,3,14

The objections to the use of analeptics are several.

Through their stimulant action the analeptic drugs

increase the oxygen demand and thus aggravate

the anoxia of the brain already present in barbitu-

rate poisoning. Some of the analeptics, like Picro-

toxin and Metrazol (pentamethylenetetrazol
)
can

cause convulsions and thus depress even more the

already depressed centers. Cardiac arrhythmias

have been found to he more frequent when analep-

tic drugs are used. Also, some analeptics can cause

vomiting and thus increase the danger of aspira-

tion-pneumonia.

The other school of thought, represented by

Koppanyi and Fazekas, 7 - 16 insists on the admin-

istration of potent analeptics like Picrotoxin and

Metrazol. However, they do agree on the impor-

tance of supportive measures in addition to the use

of analeptics. The reasons why they favor the use

of analeptics are as follows. When used properly

most of the side-effects can he avoided. Recovery

TABLE NO. 1

Blood barbiturate levels according to the severity of poisoning and elimination rates

according to the type of barbiturates ingested.

Blood barbiturate level mg/100 ml.
Rate of fall in the

Type of barbiturate ingested Compatible with

death

Severe
poisoning

Return to

consciousness

blood barbiturate level

in 24 hrs.

Long-acting > 10 9 5-9 10-20%
Intermediate-acting > 7 6 1. 7-4.2 30-40%
Short-acting > 3 4 1-2 > 40%
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from barbiturate poisoning is shortened and thus

tlie fatalities from complications such as pneumonia

can be prevented.

As can be seen from the above discussion, there

is no controversy about the significance of suppor-

tive therapy (also called symptomatic, conserva-

tive, physiological therapy).

In the following the principles of supportive

therapy will be outlined.

1. Initial evaluation of patient’s condition:

state of consciousness, responsiveness to pain, re-

flexes, integrity of airway, respiration, pulse, blood

pressure, temperature. The initial findings will de-

termine the sequence of the next steps.

2. When patient is in no immediate respiratory

or circulatory danger, and his pharyngeal and

laryngeal reflexes are intact, and if no more than

4-6 hours have elapsed since the ingestion of bar-

biturates, patient’s stomach is emptied by aspira-

tion. Gastric lavage is not recommended because

of the chance that with the wash-fluid the barbitu-

rates still present in the stomach can be conveyed

down into the intestine where they are absorbed,

causing deepening of the coma. In the absence of

pharyngeal and laryngeal reflexes a cuffed endo-

tracheal tube should be passed before the aspira-

tion of stomach. This will prevent pulmonary

aspiration in case patient regurgitates or vomits.

3. Patient is placed in semiprone position with

the head slightly lower (5°) than the feet. Lower-
ing the bead more than 5° may cause elevation of

diaphragm and thus interfere with respiratory ex-

change. W hen hypotension is present the Tren-

delenburg position is used. Patient is turned from

side to side every 1-2 hours. Blood pressure, pulse,

respiration, temperature, color, and state of con-

sciousness are checked at hourly intervals. When
patient is in grade 2, 3 or 4 coma, penicillin is

started prophylactically. If coma has lasted more
than 6 hours, an indwelling catheter is inserted into

urinary bladder. The eyes are protected from dry-

ing by mineral oil or by taping the lids shut.

4. Respiratory management : Great care should

be taken to keep the airways clean. When patient

remains in coma for more than 8-10 hours and
when the cough-reflex is absent, the endotracheal

tube should be inserted to facilitate the aspiration

of secretions and administration of oxygen. The
endotracheal tube should be changed every 12-24

hours to prevent edema and necrosis of the larynx.

If intubation is required longer than 3 days, trache-

otomy should be performed. Oxvgen is administered

6 I,, per minute by nasopharyngeal catheter or 4 L.

per minute by endotracheal tube. Usual precautions

should be observed in checking patient’s response

to oxygen. Over-oxygenation may cause further

depression of respiration of deeply comatose anoxic

and hypercapnic patients.

If necessary, mechanical respiratory devices

should be used: manual artificial respiration, man-
ually compressed anesthesia bag, intermittent posi-

tive-pressure ventilator or mechanical body res-

pirator.

5.

Circulation: Intravenous infusion of 5(/c

glucose in water is started to provide fluids, and

also to provide an immediate route if blood plasma

or whole blood or vasopressor agents become nec-

essary. The amount and type of fluids in 24 hours

is estimated according to the degree of dehydra-

tion, blood electrolyte values and urinary output.

Since it has been shown experimentally that bar-

biturates have an antidiuretic effect, care should be

taken not to overload the circulation with intra-

venous fluids.
17 When systolic blood pressure falls

to 85 mm. Hg, vasopressor agents ( neosynephrine

or levarterenol) should be administered as needed.

I f pulmonary edema develops, the patient should

be digitalized.

The active supportive therapy without the use of

analeptics has resulted in considerable decrease of

mortality from barbiturate poisoning, as shown in

recent statistics. 4, 14,23 However, the majority of

the patients included into these statistical data belong

to the less severe group of barbiturate poisoning.

And yet the fatalities occur mostly among a small

group of patients with severe respiratory and cir-

culatory depression (group IV). Xo comparative

statistical data are available to demonstrate con-

vincingly that analeptics have no place at all in the

treatment of severe barbiturate poisoning.

Analeptics. It is suggested that analeptic drugs

may be useful in severely poisoned patients, who
do not respond to supportive therapy. Picrotoxin

and Metrazol have been the most commonly used

analeptics in the United States. In continental

Europe Picrotoxin has never been popular. Metra-

zol (pentamethylenetetrazol
) ,
Geastimol (phthalic

acid bis-diethylamide), Coramine (nikethamide)

and Benzedrine (amphetamine) have been used,

the first two more frequently than the latter two.

It is of interest that around the time when con-

siderable doubts were expressed about the useful-

ness of the analeptic drugs mentioned above, a new
agent for the treatment of barbiturate poisoning

was discovered. In 1954 Shaw and co-workers in-

troduced Megimide (beta, beta-methylethylglutari-

mide). 2 Megimide is considered to be a direct an-

tagonist to the barbiturates. When administered

intravenously in cases of barbiturate poisoning,

rapid arousal with improvement of respiration and

return of reflexes has been obtained. The properties

of Megimide and its use in the treatment of bar-

biturate poisoning will be discussed in a separate

paper.

During the recent years, some other methods

have been used in the treatment of barbiturate
continued on next page
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poisoning.

Hemodialysis by artificial kidney has been found

to be an effective means of barbiturate removal

from the body. 18,1,4 Excellent and rapid results

have been obtained in severely poisoned patients.

It is particularly useful on patients who have in-

gested long-acting barbiturates. However, this

procedure requires special equipment and skills and

therefore cannot, as yet, be used widely.

Xonconvulsive electrical stimulation has been

employed since 1950 for the treatment of barbit-

urate poisoning. 19,20
’
21 For stimulation the Reiter

electrostimulator is used, which provides a recti-

fied. mechanically interrupted, pulse type current.

W ith bead-electrodes, currents J4-3 milliamperes.

and with peripheral electrodes, currents up to 10

millamperes have been used. Increased ventilation,

improvement in circulation and earlier return of

reflexes are produced. The beneficial effects are

attributable to the reflex effects on respiratory and
cardiovascular functions induced by the excitation

of afferent nerve fibers. Earlier arousal can be

produced. Arousal is signified by the appearance

of response to painful stimuli, the return of reflexes

and spontaneous movements, and improvement in

respiration and circulation. However, there is no

convincing evidence to show that the waking-time

would be shortened. Awakening has occurred when
the patient is able to answer questions intelligibly.

Awakening is still the result of metabolic degrada-

tion and renal excretion of barbiturates. The effects

of electrical stimulation are somewhat similar to

the effect from analeptics. The advantage of elec-

trical therapy lies in the ease and precision of con-

trol of stimulation. No deleterious side effects are

reported, save the possibility of producing convul-

sions when currents higher than 10 millamperes are

used.

Finally, a few words about the administration

of XaHCO in pheuobarbital poisoning. On the

basis of the studies in experimental animals and in

man. W addell and Butler22 demonstrated that

physiological shifts in blood pH influence the dis-

tribution and excretion of pheuobarbital . At a

given pH-level of the blood, there is a certain

equilibrium between the concentration of undisso-

ciated tissue pheuobarbital and dissociated plasma

pheuobarbital. Increasing the blood pH with ad-

ministration of XaHC03 ,
the plasma level of

phenobarbital increases and the tissue level de-

creases. Since tissue level decreases, the coma
lightens. It has been shown also that in alkaline

urine the excretion of organic acids is increased.

Phenobarbital is an organic acid. In alkaline urine

the rate of elimination of phenobarbital is expected

to increase three times that found normally. Nor-
mally the decrease of the plasma concentration of

phenobarbital in man is of the order of 15% in 24

RHODE ISLAND MEDICAL JOURNAL
hours. W ith alkalinizing treatments, the plasma
concentration of phenobarbital is expected to de-

cline 40% or more in 24 hours. These results were
obtained not only in experimental animals but also

in man. Since the other barbituric acid derivatives

are not as strong acids as phenobarbital. this type

of treatment could not he expected to be of nearly

so much value in poisoning with any other barbit-

urate. The dose of XaHC03 given by W addell and
Butler to their human test subjects was 50 gm.
orally or 14 gm. in hypertonic solution intra-

venously.

The results of this type of treatment appear to

he promising. However, more case reports are

needed before any conclusions can he drawn.

SUMMARY
The incidence of barbiturate poisoning and the

mortality from it are discussed.

A classification of the severity of barbiturate

poisoning on the basis of clinical findings is pre-

sented. The value of the determination of the level

and type of barbiturates in the blood is considered.

Under the treatment of barbiturate poisoning

the principles of supportive therapy are outlined.

The use of analeptic and antagonistic drugs, hemo-
dialysis, nonconvulsive electrical stimulation, and

XaHC03 are discussed.

With the emphasis on supportive therapy the

mortality rate from barbiturate poisoning has de-

creased during the past decade from 10-20% to

2-4%.
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OCCUPATIONAL MARKS

— A Test of Sherlockian Ability —
Francesco Ronchese, m.d., of Providence, Rhode Island

Clinical Professor of Dermatology, Emeritus, Boston University Medical School

FIGURE 1

Calluses on a thirty-five-year-old woman’s palm.

No housework. No factory work.

FROM?

FIGURE 2

All but two finger nails well cared. Writer callus

demonstrates office occupation. Age 20.

No house or factory work.

FROM?
(^Courtesy of Dr. Ledo, Valladolid. Spain)

Answers on page 92.

WHAT WEARS OUT THOSE TWO FINGER NAILS?

FIGURE 3

An elderly lady keeps one thumb nail long and polished.

WHY?

FIGURE 4

Notched teeth, but not Hutchinsonians.*
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THE USE OF HYDROCORTISONE IN OFFICE PRACTICE*

A. A. Savastano, m.d.

The Author. A. A. Savastano, M.D., of Providence,

Rhode Island, Senior Orthopedic Surgeon, Miriam

Hospital. Providence. Consulting Orthopedic Surgeon,

South County Hospital, Wakefield .
Rhode Island, and

Westerly ( Rhode Island) Hospital.

I
x December. 1955, I reported my experiences

with the intra-articular use of hydrocortisone.

I now wish to add to the report the observations

made on the use of hydrocortisone in numerous
other lesions during the course of my office ortho-

pedic practice (Table 1).

TABLE 1

Summary of Cases Injected with Hydrocortisone

ARTHRITIS No. of

A. Rheumatoid
(

Cases

B. Osteoarthritis
j

1022

C. Gouty 11

D. Traumatic 39

JOINT EFFUSION
A. Hemarthrosis of Knee 33
B. Hydroarthrosis of Knee 64

BURSITIS
A. Calcified Acute

1 . Subdeltoid-Subacromial 165

2. Radiohumeral 6
3. Trochanteric 12

B. Calcified Chronic

1 . Subdeltoid-Subacromial 200
2. Radiohumeral 6
3. Trochanteric 12

C. Acute and Chronic Uncalcified

1 . Subdeltoid-Subacromial 30
2. Radiohumeral 52
3. Olecranon 12

4. Trochanteric 10

5. Ischial 2
6. Prepatellar 20
7. Achilles 5

8. Heel

(\\ ith heel spur) 35

(Without heel spur) 20
9. Hallux Valgus 7

^Presented at a meeting of the Providence Medical Asso-
ciation, at Providence, Rhode Island, December 2, 1957.

4. TENDINITIS (Calcified-Uncalcificd) Cases
A. Bicipital Tendinitis 30
B. Flexor Tendons of Fingers

and Thumb 36
C. Trigger Fingers and Thumb 45
D. De Quervains Disease 35
E. Acute Calcareous Tendinitis 6
F. Anterior and Posterior Tibialis 24
G. Peroneals 12

H. Flexor Carpi Radialis and
Ulnaris 8

5. MISCELLANEOUS
A. Spinous Processes 31

B. Coracoiditis 12

C. Epicondylitis

Lateral 52

Medial 6

D. Osgood Schlatter’s Disease 3

E. Coccydynia 1

5

F. Ganglia 15

G. Acute Localized Myositis

(Trapezius) 24
H. Peri-Arthritis of Knee 31

I. Tender Fatty Nodules
(Sacroiliac Dimples) 9

J. Adhesive Capsulitis

(Frozen Shoulder) 44
K . Scars

(Painful or Massive Scars) 4

Discussion of the biochemistry and pharmacol-

ogy of hydrocortisone acetate is not within the

realm of this paper. I wish to concern myself only

with the clinical application of its use. Further, the

chemistry of the synovial and bursal fluid, the

X-ray changes which take place in various forms of

arthritis and the pathological reactions of tenosyno-

vitis, bursitis and other conditions to he discussed

are well known
;
therefore, their discussion will he

omitted in this presentation.

Hydrocortisone has been reported as not only

producing a local improvement on injection, hut

also as causing a general systemic amelioration.

Brukes. et al, report that the anti-inflammatory

capabilities of hydrocortisone are about \ /> times

that of cortisone. Hollander has reported that the

injected microcrystals of hydrocortisone disappear
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within two hours, in the synovial fluid of joints,

and make their way into the lining cells of the syno-

vial membrane where they are retained. He is re-

ported as concluding also that hydrocortisone is

about 1/7 as soluble in plasma as cortisone and.

therefore, may derive its anti-inflammatory qual-

ities by remaining in the local area longer.

I will now concern myself with the use of hydro-

cortisone under five major headings: namely, ar-

thritis, joint effusion, bursitis, tendinitis, miscel-

laneous.

Arthritis

My experiences with the intra-articular use of

hydrocortisone is based on the treatment of 1.072

arthritic patients, with a total of 6,433 injections.

Some of the patients received only one injection,

while others received as many as fifteen injections,

over a period of approximately thirty-one months.

The average number of injections was six. Of the

total number of patients, eleven had acute gout,

thirty-nine had traumatic arthritis which followed

fractures extending into the joints, and the re-

mainder had either osteoarthritis or rheumatoid

arthritis.

The amount of hydrocortisone injected into a

joint is dependent upon the size of the joint. Gen-

erally, the larger the joint, the more hydrocortisone

is used. I have not used more than 2 cc. or 50 mg.

of hydrocortisone in any joint, nor have I used less

than 0.25 cc. or 6.25 mg. of hydrocortisone. The
average dose which I have injected into the \•arious

joints is as follows (in each case 25 mg. hydro-

cortisone equals 1 cc. of the drug) :

joint Dosage
Temporomandibular joint 0.5 cc.

Acromioclavicular joint 0.5 cc.

Sternoclavicular joint 0.5 cc.

Shoulder joint 1 cc.

Elbow joint 1 cc.

Wrist joint 0.5 cc.

i\ Ietacarpophalangeal j oint 0.25 cc.

Interphalangeal joint 0.25 cc.

Hip joint 1 cc.

Knee joint 1 cc.

Ankle joint 1 cc.

Metatarsophalangeal joint 0.5 cc.

The technique which was followed by me, and by
and large recommended by Doctor Hollander for

the injection of the various joints is as follows:

1. Knee Joint: The needle is inserted from the

middle of the medial or lateral side of the

patella and is directed posteriorly and lat-

erally or medially, as the case may be.

2. Hip Joint: The needle is started antero-

laterally at about the middle of the junction

of the neck of the femur and the trochanter.

The needle is directed superiorly and me-

dially. When the needle passes through the

capsule, one gets the same sensation as he does

when he enters the spinal canal, when doing a

lumbar puncture.

3. Shoulder Joint: The needle is inserted be-

tween the tip of the acromion and the head of

the humerus, with the needle directed down-
ward and medialward.

4. Acromioclavicular, Temporomandibular and
Sternoclavicular Joints: The needle is in-

serted straight into the joint. These joints are

rather easy to enter as the examining finger

can generally feel the joint spaces.

5. II rist Joint

:

The needle is inserted just distal

to the end of the radius, on the dorsal side and
straight into the joint.

6. Elbow Joint

:

This may be entered posteriorlv

just proximal to the upper portion of the

olecranon, with the elbow flexed at a right

angle, or it may be entered laterally.

7. Ankle Joint: The needle is inserted into the

anteromedial aspect of the joint just above
the level of the tip of the internal malleolus.

8. Metacarpophalangeal
, Metatarsophalangeal

and Interphalangeal Joints: The needle is in-

serted on the lateral side of the joint.

Observations

My observations have shown that there is an

improvement which starts from a few hours to a

few days after the injection, and lasts from a few
days to many months. The over-all picture has been

that approximately 8.5 joints out of every 10 in-

jected have improved. The patient generallv re-

ports a decrease of pain, a decrease of stiffness in

the joint and an increase in motion. Any one or any

combination of these improvements may take place.

It is noted that the longer a swelling has existed

in a joint, the less this is affected by hydrocortisone.

In the 1,072 cases treated, no case was included

which was not followed for at least three months

since the last injection. Of the total group. 267, or

approximately 25 per cent, obtained so much relief

after one to three injections, that no further treat-

ment became necessary for three months or longer.

This group included some cases of gout and trau-

matic arthritis. 643 patients, or approximately 60

per cent, obtained temporary relief and have main-

tained their relief by periodic injections of from

one to three months. The remaining 162, or ap-

proximately 15 per cent, can be considered to be

failures, as they did not improve after one single

and one double dose of hydrocortisone.

It is to be concluded that the most important

observation made in this series of cases is that

hydrocortisone does not produce complete relief in

all cases, and in some cases no relief whatever i>

continued on next page
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obtained, while in still other cases, the pain is made
worse, following the injections. In the cases made
worse, the pain and swelling, if there was any, in-

creased within two hours following the injection

and the joint became warmer. The patient, in most

cases, reported the effects two to live hours after

the injection. All of these cases cleared up within

twenty-four—forty-eight hours with rest of the

joint, mild sedation and the application of cold

compresses. Xo infection occurred in the series.

Joint Effusion

Under this group I have had experience with

cases of traumatic hemarthrosis and hydroarthrosis

of the knee joint.

A. Hemarthrosis (33 cases). In thirty of the

patients there was a definite history of trauma

which generally consisted of a direct blow to the

knee or a twisting injury. In each case the knee

was generally swollen and generally tender. There

was no localized tenderness over the semilunar

cartilages or collateral ligaments, there was no in-

stability. and X rays were entirely negative. These

knees were aspirated and 2 cc. of hydrocortisone

injected. In each case, from 15 to 100 cc. of sero-

sanguinous fluid was obtained. The aspiration and

injection was repeated on an average of three times

in each patient. The effusion became less sanguin-

ous with each successive aspiration. It is felt that

the period of disability was shortened as a result

of these aspirations.

B. Hydroarthrosis (64 cases). There were

sixty-four cases of synovitis of the knee joint with

effusion, on whom a diagnosis of arthritis or in-

ternal derangement of the knee joint could not he

made. Most of these cases gave a history of mild

trauma to the knee. The X rays in each case were

entirely negative for any evidence of bony injury

or disease. On examination of most of these knees

the patella was ballotable. extension was complete

and flexion was slightly limited and painful. There

was no instability. In each case the knee was aspi-

rated and 25 mg. of hydrocortisone was injected

into the knee joint. The fluid obtained generally

consisted of straw-colored synovial fluid. The

amount of fluid obtained ranged from 25 cc. to

100 cc. Approximately 90 per cent of the patients

cleared up after one to five weekly aspirations and

injections of hydrocortisone. A few patients (5 per

cent ) became worse following the injection. These

cases were then treated by splinting the knee in

extension, for a period of two to three weeks. The
same form of treatment was used in another 5 per

cent of the cases which did not improve in spite of

repeated injections. One case continued to have

>evere swelling and moderate pain with the result

that synovectomy became necessary, with a good

post-operative result.
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Bursitis

The various types of bursitis with which I have

had experience are as follows:

A. Calcified Acute Burit is: I have treated three

types of acute calcified bursitis : namely, subdeltoid,

radiohumeral and trochanteric. Of the three, sub-

deltoid bursitis was encountered most frequently.

a) Subdeltoid Bursitis ( 165 cases ). These cases

usually gave a history of extremely severe pain.

A small percentage followed a fall on the shoul-

der. hut the vast majority gave no history of

trauma. The symptoms consisted of extremelv

severe pain in the shoulder, to the extent that the

patient was unable to sleep. Each patient had a

severe degree of limitation of motion. On palpat-

ing the shoulder, a trigger point of excruciating-

tenderness could generallv be found. X rays re-

vealed calcific deposits either in the subacromial

or subdeltoid area. Treatment consisted of prep-

ping the shoulder and infiltrating the tender area

with 1 per cent novocain, with a 22-24 gauge

needle. The needle was then driven down to the

bursal area and an attempt made to suck out the

calcific material by distending the bursa with

novocain. If unsuccessful, an 18-20 gauge

needle was inserted, and as much of the calcare-

ous material removed as possible, hv distending

the bursa with novocain. This was followed In-

die introduction into the bursa of 1 )A-2 cc. of

hydrocortisone.

Most of the patients responded dramatically to

this type of treatment. Eight of the 165 patients

treated required a second aspiration three to five

days following the first aspiration. Of the total

number of patients treated, 1 16 were females and

49 were males. The left and the right shoulders

were affected with about equal frequency. In

about one third of the cases, the patients had mild

residual pain for one to two weeks following the

aspiration, hut this gradually disappeared with

diathermy treatments, small doses of Empirin

with codeine, and in some cases the taking of

Meticorten by mouth.

b) Radiohumeral Bursitis (Peases ). Sixcasesof

this type were encountered. The patients did not

give any history of trauma, hut they complained

of extremely severe pain in the affected elbow.

The elbow appeared swollen, and motion was
limited and painful. The patient had excruciating

tenderness over the radiohumeral area, with mild

swelling. X rays revealed calcification in the

radiohumeral area. In each case, the excruciating

area of tenderness was infiltrated with novocain,

and a needle driven into the tender area and an

attempt was made to suck out the calcific mate-

rial. Calcific material was obtained in every case.

This series of cases also produced a dramatic

result, the vast amount of pain disappearing im-
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mediately, and a small amount of residual pain

disappearing within one to two weeks,

c) Trochanteric Bursitis (12 cases). Twelve
cases of trochanteric bursitis were treated. In

every case the patient had excruciating tender-

ness over the greater trochanter of the affected

hip. The patient walked with a limp and there

was no history of injury in any of the cases.

X rays revealed definite evidence of calcific ma-
terial, located immediately over the greater tro-

chanteric area. These cases were treated by
infiltration with 1 per cent novocain over the

tender area. The patient lay on his side, the bad

side up, and the bursa was injected with 1-2 cc.

of hydrocortisone, after removal of the calcific

material. These cases, too, obtained dramatic

relief, the severe pain disappearing immediately,

and a small degree of residual pain disappearing

anywhere from a few days to two weeks. Some
cases required diathermy treatments, together

with supportive care by mouth.

B. Calcified Chronic Bursitis.

a) Subdeltoid Chronic Calcified Bursitis (200
cases). Two hundred of these cases were studied.

In each case the patient complained of chronic

pain in the shoulder, particularly on use of the

shoulder. Forty per cent of the patients had some
limitation of motion. X rays generally revealed

evidence of calcification in the subacromial or

subdeltoid regions. These patients were treated by
the usual method of aspiration, with 75-100 per

cent improvement after one to three weekly in-

jections, in 78 per cent of the patients. In 20 per

cent of the cases there was 25-75 per cent im-

provement, after one to five weekly injections.

Two per cent of the patients showed no improve-

ment and these required surgical removal of the

calcified bursa, with gratifying results.

b) Radiohumeral Calcified Chronic Bursitis (6
cases). These patients complained of mild

chronic pain in the elbow, particularly on ox er-

use of the elbow. Most of the pain was located

over the radiohumeral area. On examination

there generally was a complete range of motion,

although supination and pronation were painful.

There was tenderness over the radiohumeral

area. X rays revealed evidence of calcific deposits

over the radiohumeral area. Six patients who had
this type of lesion were treated by this method,

all of whom improved, after one to three weekly
injections.

c) Trochanteric Bursitis ( 12 cases). Twelve pa-

tients with this type of lesion were treated. They
complained of chronic pain over the lateral

aspect of the hip. immediately over the greater

trochanteric area. As a rule, there was no limita-

tion of motion, but adduction caused pain over

the greater trochanter. There was tenderness

over the greater trochanteric area. Occasion-

ally, there was a slight degree of swelling.

These patients were treated by aspiration of the

bursa, in the usual manner, with excellent re-

sults. The injection did not have to he repeated

in any of the twelve patients. All were consider-

ably relieved from one to three days after the

injection.

C. Acute and Chronic Uncalcified Bursitis.

a) Subdeltoid (30 cases). Thirty cases of this

lesion have been treated— ten acute and twenty
chronic. The ten acute cases were those in which
the symptoms wrere the same as those under the

calcified acute, except that we were unable to

demonstrate the calcified material by X ray or

by aspiration. Treatment consisted of injection

of 2 cc. of hydrocortisone into the tender acute

area, with results as dramatic as those in which

the calcific material was removed in the acute

calcified phase. The twenty which were classified

as chronic had chronic pain in the shoulder, local-

ized in the subdeltoid area. These patients had

additional pain on use of the shoulder, aucl on

examination there was mild to moderate local-

ized tenderness in the subdeltoid bursal area.

They received weekly injections for one to five

weeks, with very marked improvement.

b) Radiohumeral Bursitis (52 cases). These are

the cases that had pain in the radiohumeral area,

particularly on supination and pronation. X rays

in these cases were entirely negative for evidence

of bony injury or disease in the joint, or for any
calcifications. Xone had acute pain and none gave

a history of injury. These cases were treated by

weekly injections of 1 cc. of hydrocortisone into

the radiohumeral area, with only about 15 per

cent of the cases gaining complete relief after one

to five weekly injections; 50 per cent were im-

proved from twenty-five to seventy-five per cent

;

the remainder were not affected in any manner.

Treatment, in the latter group, was considered

to he a failure.

c) Olecranon Bursitis (12 cases). Twelve cases

of this type have been treated. All of the cases

gave a history of striking their elbow against an

object. All presented swelling of the olecranon

area. Aspiration of the bursa was done, 5 to 15 cc.

of fluid being obtained. Cases of septic bursitis

are not included in this group. All of the cases

improved after one to five weekly injections of

1 cc. of hydrocortisone. I have not surgically

excised olecranon bursae since I have been using

hydrocortisone. Prior to my institution of this

kind of treatment, surgical excision of an

olecranon bursa was not an uncommon pro-

cedure.

d) Trochanteric Bursitis (10 cases). Ten of

these cases have been treated, all chronic in type.
continued on next page
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Each patient presented pain over the greater

trochanteric area, on walking. On examination,

there was tenderness over the area, but X rays

failed to reveal evidence of calcific material. In

each case, the tender area was injected with 1 cc.

of hvdrocortisone ; complete relief was obtained

after one to three injections,

e ) Ischial Bursitis (2 cases). These patients

generallv complained of pain on walking and on

fitting, especially on hard objects. On examina-

tion there was tenderness over the ischial tu-

berosity. X ravs revealed no evidence of calcific

disease over the ischium. These patients have

responded dramatically after one to two weekly

injections of 1 cc. of hydrocortisone over the

tender tip of the ischium.

i )
Prepatellar Bursitis ( 20 cases) . Septic prepa-

tellar bursitis is not included in this series. These

patients were treated bv weekly aspirations of

the bursa, and the instillation of 25 mg. of hydro-

cortisone. Eight of the twenty showed a bloody

effusion. All cases subsided after one to four

weeklv injections of hydrocortisone. Some resid-

ual swelling from the thickening of the bursal

lining remained in six of the cases.

g) Achilles Bursitis (5 cases). Five such cases

were treated. These cases generally presented a

swelling over the hack of the heel, all occurring

in women. The area was swollen and tender.

X rays failed to reveal evidence of positive find-

ings. Xo fluid was obtained in any of the aspira-

tions. and in each case, one to two weekly injec-

tions of hydrocortisone produced excellent re-

mits. The patient was advised to wear a backless

shoe for one to two months,

h ) Bursitis of the Heel With and Without Heel
Spurs (55 cases ). A total of fifty-five cases have

been treated—thirty-five with heel spurs and

twenty without heel spurs. These patients com-
plained of pain at the bottom of the heel, par-

ticularlv on walking and standing. It is felt that

in these cases it is not the spur that is causing the

pain hut rather a bursa that forms over the spur.

These patients generallv have a considerable

amount of pain on palpation over the center of

the bottom of the heel. They have responded very

well to the injection of 1 cc. of hydrocortisone

into the most tender, painful area. The results

have been very satisfactory with both types

—

those with the heel spur and those without. Xo
fluid and no calcific material has been obtained in

these cases. Xone of the cases with heel spurs has

required surgical removal of the spur. Seven

cases have required second injections. Of these,

four were those with heel spurs and three without

heel spurs. Following the injection, these patients

are made to walk with a piece of spongefoam
rubber in the heel of the shoe.

RHODE ISLAND MEDICAL JOURNAL
i) Hallux J algus (7 cases ). Seven patients who
had a bursa over the exostosis on the medial

aspect of the metatarsal head who did not wish

to undergo surgical correction of the bunion had

the bursa injected with excellent immediate re-

lief of pain and decrease in swelling. In five of

the seven cases. 1 to 2 cc. of bloodv exudate was
removed from the bursa. These patients have

required periodic injections from three to six

months apart, in order to keep them relieved of

pain. One of the patients was a physician who
was subsequentlv operated upon for the removal

of his bunion and since then has remained cured.

Tendinitis

A. Bicipital Tendinitis (30 cases ). This type of

lesion is due to a tenosynovitis of the long head of

the biceps muscle. These conditions may he either

chronic or acute. The patient mav therefore com-
plain of pain in his shoulder of a few days’, weeks'

or even months’ duration. On physical examination

one finds localized tenderness along the bicipital

groove. The tenderness disappears as the arm is

rotated either externallv or internally, and re-

appears when the tendon rolls underneath the ex-

amining finger. Motion of the shoulder may he

complete or even limited. These cases may even-

tually lead to the so-called frozen shoulder. X rays

are usually negative. Thirty cases are included in

this series—eighteen of whom obtained prompt re-

lief with the injection of 2 cc. of hydrocortisone:

eleven improved after the second or third injection

of 2 cc. of hydrocortisone, while one case failed to

improve after five injections, with the result that

this case was operated upon, at which time the

transhumeral ligament was split, since it was found

to he quite tight and binding the long head of the

biceps into the bicipital groove. A portion of the

adherent, swollen synovial sheath of the long head

of the biceps was removed ; the pathological report

indicated inflammation of the tendon sheath. This

patient obtained complete relief.

B. Tenosynovitis of Flexor Tendons of Fingers

and Thumb (36 cases). These patients generally

presented themselves with complaints of pain in

the palm of the hand on the anterior aspect of the

metacarpophalangeal joint area of the fingers or

thumb. Xone gave a history of trigger finger. On
examination, there was definite tenderness just

proximal to the metacarpophalangeal joint crease

of the hand, in line with the flexor tendons. In some

cases a small tender nodule could he felt. Thirty-six

of these cases are included in this series, all of

whom responded to one or two weekly injections of

hydrocortisone into the tender area, except for one

case. This case failed to improve and therefore

came to surgery. In this case the patient was found

to have adhesive bands around the flexor tendons to

the ring and middle lingers, and these bands were
continued on page 85





Lederle announces a major drug with great new promise

the

major deterrents to all previous steroid therapy



9 alpha-fluoro-16 alpha-hydroxyprednisolone
* t

Q a new high in anti-inflammatory effects with lower dosage

(averages 1U less than prednisone)

Q a new low in the collateral hormonal effects associated

with all previous corticosteroids

0 No sodium or water retention

0 No potassium loss

0 No interference with psychic equilibrium

0 Lower incidence of peptic ulcer and osteoporosis



Biological Effects of ^srig'S©©©^

with

particular emphasis

on:

Kidney function

Animal studies on aristocort 1 have not dem-

onstrated any interference with creatinine or

urea clearance. Autopsy surveys of organs of

animals on prolonged study of this medication

have shown no renal damage.

Sodium and water

aristocort produced an increase of 230 per

cent of water diuresis and 145 per cent sodium

excretion when compared to control animals. 1

Metabolic balance studies in man revealed

an average negative sodium balance of 0.8

Gm. per day throughout a 12-day period on a

dosage of 30 mg. per day. 2 Additional balance

studies showed actual sodium loss when
aristocort was given in doses of 12 mg.

daily. 3 Other investigators observed significant

losses of sodium and water during balance

studies and that those patients with edema

from some older corticosteroids lost it when

transferred to aristocort .

4 -5 In two studies of

various rheumatic disorders (194 cases) on

prolonged treatment, sodium and water reten-

tion was not observed in a single case.6 -
7

Potassium and chlorides

There was no active excretion of potassium

or chloride ions in animals given mainte-

nance doses of aristocort 25 times that

found to be clinically effective. 1 Potassium

balance studies in humans2
-
3 revealed that

negative balance did not occur even with

doses somewhat higher than those employed

for prolonged therapy in rheumatoid arthri-

tis. Hypokalemia, hyperkalemia or hypochlo-

remia did not occur, when tested, in 194

patients with rheumatoid arthritis treated for

up to ten and one-half months.6
-
7

Calcium and phosphorus

Phosphate excretion in animals 1 was not

changed from normal even with amounts 25

times greater (by body weight) than those

known to be clinically effective. Human met-

abolic balance studies3 demonstrated that no

change in calcium excretion occurred on dos-

ages usually employed clinically when the

compound is administered for its anti-inflam-

matory effect. Even at a dosage level twice

this, slight negative balance appeared only

during a short period.

Protein and nitrogen balance

Positive nitrogen balance was maintained dur-

ing a human metabolic study on mainte-

nance dosage of 12 mg. per day.3 At dosages

two to three times normal levels, positive bal-

ance was maintained except for occasional

short periods in metabolic studies of several

weeks’ duration.2
-3

There was always a tendency for normali-

zation of the A/G ratio and elevation of blood

albumin when aristocort was used in treat-

ing the nephrotic syndrome. 8
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Liver glycogen deposition and

inflammatory processes

An intimate correlation exists between the

ability of a corticosteroid to cause deposition

of glycogen in the liver and its capacity to

ameliorate inflammatory processes.

In animal liver glycogen studies, relative

potencies of aristocort over cortisone of up

to 40 to 1 have been observed. Compared to

aristocort, five to 12 times the amount of

prednisone is required to produce varying but

equal amounts of glycogen deposition in the

liver.
1

Most patients show normal fasting blood

sugars on aristocort. Diabetic patients on

aristocort may require increased insulin

dosage, and occasional latent diabetics may
develop the overt disease.

Anti-inflammatory potency of aristocort

was determined by both the asbestos pellet 1

and cottonball9
tests. It was found to be nine

to 10 times more effective than hydrocortisone

in this respect.

Gastric acidity and pepsin

The precise mode of ulcerogenesis during

treatment with corticosteroids is not known.

There is much experimental evidence for be-

lieving this may be related to the tendency of

these agents to increase gastric pepsin and

acidity—and this cannot be abolished by vagot-

omy, anticholinergic drugs or gastric antral

resection. 10 Clinical studies11 of patients on

aristocort revealed that uropepsin excretion

is not elevated. Further, their basal acidity

and gastric response to histamine stimulation

were within normal limits.

Central nervous system

The tendency of corticosteroids to produce

euphoria, nervousness, mental instability, oc-

casional convulsions and psychosis is well

known. 12 The mechanism underlying these

disturbances is not well understood.

aristocort, on the contrary, does not pro-

duce a false sense of well being, insomnia or

tension except in rare instances. In the treat-

ment of 824 patients, for up to one year, not

a single case of psychosis has been produced.

In general, it appears to maintain psychic

equilibrium without producing cerebral stim-

ulation or depression.
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The Promise of

in Reduction of Side Effects

0i‘ is axiomatic to affirm that the undesirable

collateral hormone effects of corticosteroids

increase in frequency and severity the higher

the dosage and the longer used.

It has also become well recognized that the

most serious of the major side effects from

long-term corticosteroid treatment are peptic

ulcers, osteoporosis with fracture, drug psy-

chosis and euphoria, and sodium and water

retention leading often to general tissue

edema and hypertension.

It is significant that of the close to 400 pa-

tients on the lower dosage schedules found

effective in bronchial asthma and dermato-

logic conditions, only 1 case of peptic ulcera-

tion has developed. No other of the above

side effects have been observed even though

aristocort was administered continuously

to them for periods as long as one year.

The treatment of rheumatoid arthritis with

steroids appears to result in the highest inci-

dence of side effects. For this reason, the side

effects associated with aristocort therapy in

292 patients with rheumatoid arthritis are

below compared to the reported incidence of

those from prednisone and prednisolone.

Peptic Ulcer

The most recent study available on the inci-

dence of peptic ulceration in patients with

rheumatoid arthritis on long-term prednisone

therapy reported 12 ulcers in 49 cases (24 per

cent). 1 Lowest incidence of 6.5 per cent has

been recorded in a group of patients on this

drug for six to nine months. 2 Four of six

ulcers, in another series of 39 patients on pred-

nisone,3 appeared in less than three months

of therapy.

The occurrence of peptic ulcer in 292 pa-

tients with rheumatoid arthritis treated con-

tinuously for up to one year with aristocort

is approximately 1 per cent (2 of the 3

occurred in patients transferred from predni-

sone). In the remaining 532 cases recently

analyzed, only one ulcer has been discovered

in a patient who apparently had no ulcer

when he was changed from another steroid.

Osteoporosis and
Compression Fractures

The incidence of compressed fractures of

vertebrae—and to a lesser extent in other bones

—is high in patients on prolonged therapy

with all previous corticosteroids. 4 One group

of 49 patients 1 on long-term prednisone treat-

ment experienced nine vertebral fractures (18

per cent); another series of 39 developed eight

fractures (20 per cent),3 four to 15 months
after the beginning of steroid administration.

The occurrence of osteoporosis with com-

pression fracture in 292 patients with rheu-

matoid arthritis treated continuously for up to

one year with aristocort is 0.33 per cent

( 1 case5 ). Although these results are encour-

aging, determination of the true incidence

of osteoporosis will have to await the passage

of more time.

Euphoria and Psychosis

The euphoria so commonly produced by all

previous corticosteroids has seemed a most

desirable attribute to patients. In penalty,

however, they have often later to pay for this

by mental disturbances, varying from mild

and transitory to severe depression and psy-

chosis,4 and toxic syndromes producing even

convulsions and death. 6

Since the onset of these complications is not

directly related to duration of steroid admin-

istration, 7 the fact that not one case of psy-

chosis occurred in 824 patients treated with

aristocort, is most encouraging.



Sodium Retention—Hypertension-

Potassium Depletion

When 17 patients were changed from predni-

sone to aristocort, 1 1 rapidly lost weight al-

though only one had had visible edema.8

Sodium and water retention, hypokalemia

or hyperkalemia and steroid hypertension did

not appear in 194 rheumatoid arthritis pa-

tients treated with aristocort.5
-
9

The interrelation between blood and body

sodium, and steroid hypertension has long

been generally appreciated. 10,11 Except in

rare instances, or when unusually high doses

are used (e.g., leukemia), the problem of

edema and hypertension caused by sodium

and water retention, has been eliminated

with ARISTOCORT.

Minor Side Effects

Collateral hormonal effects of less serious con-

sequence occurred with approximately the

same frequency as with the older corticoster-

oids.
5 These include erythema, easy bruising,

acne, hypertrichosis, hot flashes and vertigo.

Several investigators have reported symptoms

not previously described as occurring with

corticosteroid therapy, e.g., headaches, light-

headedness, tiredness, sleepiness and occa-

sional weakness.

Moon facies and buffalo humping have

been seen in some patients on aristocort.

However, aristocort therapy, in many in-

stances, resulted in diminution of “Cushin-

goid” signs induced by prior therapy. Where

this occurs, it may be related to reduced

dosage on which patients can be maintained.

Reduction of dosage

by one-third to one-half

In a double-blind study of comparative dos-

age in patients with rheumatoid arthritis,
1-

70 per cent of the cases were as well controlled

on a dose of aristocort one-half that of pred-

nisone. A general recommendation can be

made that aristocort be used in doses two-

thirds that of prednisone or prednisolone in

the treatment of rheumatoid arthritis. There

are individual variations, however, and each

patient should be carefully titrated to produce

the desired amount of disease suppression.

Comparative studies, of patients changed

from prednisone, indicate reduced dosage of

aristocort in bronchial asthma and allergic

rhinitis (33 per cent), 8 and in inflammatory

and allergic skin diseases (33-50 per cent). 1

3

1

4

General Precautions and

Contraindications

Administration of aristocort has resulted in

a lower incidence of the major serious side

effects, and in fewer of the troublesome minor

side effects known to occur with all previously

available corticosteroids. However, since it is

a highly potent glucocorticoid, with profound

metabolic effects, all traditional contraindica-

tions to corticosteroid therapy should be ob-

served.

No precautions are necessary in regard to

dietary restriction of sodium or supplementa-

tion with potassium.

Since aristocort has less of the traditional

side effects, the appearance of sodium and

water retention, potassium depletion, or

steroid hypertension cannot be used as signs

of overdosage. As a rule patients will lose

some weight during the first few days of

treatment as a result of urinary output, but

then the weight levels off.

Patients do not develop the abnormally

voracious appetite common to previous corti-

costeroid administration. In fact, some patients

experienced anorexia, and it is advisable to

inform patients of this and to recommend

they maintain a normal intake of food, with

emphasis on liberal protein intake.

While precipitation of diabetes, peptic

ulcer, osteoporosis, and psychosis can be ex-

pected to appear rarely from aristocort,

they must be searched for periodically in

patients on long-term steroid therapy.

Traditional precautions should be observed

in gradually discontinuing therapy, in meet-

ing the increased stress of operation, injury

and shock, and in the development of inter-

current infection.

There is one overriding principle to be ob-

served in the treatment of any disease with

aristocort. The amount of the drug used

should he carefully titrated to find the smallest

possible dose which will suppress symptoms.
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The Promise of

in Rheumatoid Arthritis

0 aristocort therapy has been intensely and

extensively studied for periods up to one year

on 292 patients with rheumatoid arthritis.

Significant is the fact that most patients were

severe arthritics, transferred to aristocort

from other corticosteroids because satisfactory

remission had not been attained, or because

the seriousness of collateral hormonal effects

had made discontinuance desirable.

J

Results of treatment

Freyberg and associates 1 treated 89 patients

with rheumatoid arthritis (A. R. A. Class II

or III and Stage II or III). Of these, 51 were

on aristocort therapy from three to over 10

months. In all but a few patients, satisfactory

suppression of rheumatoid activity was ob-

tained with 10 mg. per day. Thirteen were

controlled on 6 mg. or less a day, and for

periods to 180 days. The investigators reported

therapeutic effect in most cases to be A. R. A.

Grade II (impressive) and that marked re-

duction in sedimentation rates occurred.

Another interesting observation in this

study: Of the 89 patients treated, 12 had ac-

tive ulcers, developed from prior steroid ther-

apy. In six patients, the ulcers healed while

on doses of aristocort sufficient to control

arthritic symptoms.

Hartung2 treated 67 cases of rheumatoid

arthritis for up to 10 months. He found the

optimum maintenance dose to be 11 mg. per

day. Nineteen of these patients were treated

for six to 10 months with an “excellent” thera-

peutic response.

Dosage and course of therapy

The initial dosage range recommended is 14

to 20 mg. per day—depending on the severity

and acuteness of signs and symptoms. Dosage

is divided into four parts and given with

meals and at bedtime. Anti-rheumatic effect

may be evident as early as eight hours, and

full response often obtained within 24 hours.

This dosage schedule should be continued

for two or three days, or until all acute mani-

festations of the disease have subsided,

whichever is later.

The maintenance level is arrived at by re-

duction of the total daily dosage in decre-

ments of 2 mg. every three days. The range

of maintenance therapy has been found to

be from 2 mg. to 15 mg. per day—with only

a very occasional patient requiring as much
as 20 mg. per day. Patients requiring more

than this should not be long continued on

steroid therapy.

The aim of corticosteroid therapy in rheu-

matoid arthritis is to suppress the disease only

to the stage which will enable the patient to

carry out the required activities of normal

living or to obtain reasonable comfort. The
maintenance dose of aristocort to achieve

this end is arrived at while making full use of

all other established methods of controlling

the disease.

aristocort is available in 2 mg. scored tablets

(pink); 4 mg. scored tablets (white). Bottles

of 30.
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USE OF HYDROCORTISONE IN OFFICE PRACTICE
continued from page 84

removed. The pathological report indicated that the

patient had an inflammatory lesion of the tendon

sheaths. Although improved by the surgery, she

still has some pain in her palm.

C. Trigger Fingers and Thumb (45 cases).

These cases are not unlike the tenosynovitis of the

flexor tendons of the fingers and thumb, except

that the adhesive bands are much tighter. It is felt

that the tenosynovitis of the tendons of the fingers

and thumb described in the preceding heading may
eventually become trigger fingers. These patients,

as stated, had about the same complaints and physi-

cal findings as those with tenosynovitis, except that

there was a definite snapping of the fingers and

thumb. Forty-five of these cases have been treated

with injections of hydrocortisone into the tender

area. In some cases a small cyst was broken up with

the needle, at the time of the injection. These pa-

tients obtained excellent results except in two cases

which recurred—one after three months and the

other after five months. The injection was repeated

with gratifying results.

D. DeQuervain’s Disease (35 cases). This con-

dition is due to an adhesive tenosynovitis of the

abductor pollicis longus and extensor pollicis

brevis. The patient generally complains of pain

over the radial styloid area on flexon of the thumb
and on supination of the forearm. A nodule may
be felt over the radial styloid area. An injection of

1 cc. of hydrocortisone was given immediately over

the tender area. Thirty-five cases have been treated

by this method, thirty-three of whom obtained re-

lief within a week of the injection, and the remain-

ing two required a second injection. Six of the cases

which obtained prompt relief required a second in-

jection four to seven months following the first

injection, because of recurrence of symptoms, but

none has required surgical operation.

E. Acute Calcareous Tendinitis of Flexor Ten-
dons of Fingers and Toes (6 cases). I have had
experience with the treatment of six of these cases :

one with calcification in the flexor tendons to the

second and third toes of the left foot, and the re-

mainder with calcification in the flexor tendon

sheaths of the little, ring or index finger. In all of

these cases the patient had extremely severe pain

in the part affected, with marked swelling. The
amount of tenderness was excruciating. The pa-

tient could not make a fist in cases of the hand ; and
in cases of the foot, could not bear weight without

extreme pain. X rays revealed calcareous deposits.

In each case the lesion was treated by needle evacua-

tion of the calcific material and the injection of

1 to 2 cc. of hydrocortisone. About 90 per cent of

the pain and swelling disappeared within two days
and the remainder of the pain and swelling dis-

appeared within one week.

F. Tenosynovitis of the Tendons of the Tibialis

Anticus and Tibialis Posterior (24 cases ). A total

of twenty-four cases of these lesions have been

treated, twenty-one of whom have been completely

relieved with one injection of hydrocortisone within

one week’s time; two required a second injection,

while the third required four weekly injections of

1 cc. of hydrocortisone before complete relief was
obtained. These patients generally complained of

pain immediately over the tendon of these muscles

in the region of the foot and ankle. In most cases

there was definite swelling over the painful area.

G. Tenosynovitis of the Peroneal Tendons (12
cases). Twelve of these cases have been treated

with injection of hydrocortisone, all of whom
responded very favorably to one single injection of

the medicine, except one which has required a

monthly injection for the past three months, with

improvement for about three weeks and recurrence

of symptoms after that. This case is still under
treatment.

H. Acute Calcareous Tendinitis of the Insertion

of the Flexor Carpi Radialis and l Inaris Tendons
(8 cases). Eight cases of this type have been

treated. The patient generally complains of severe

pain and swelling at the point of the insertion of

these tendons. On examination there is found to be

a limitation of motion of the wrist associated with

pain, excruciating tenderness and swelling over the

insertion of these tendons. X rays reveal calcareous

deposit in the region of the insertion. Insofar as

treatment is concerned, an attempt is made to evac-

uate the calcific material with novocain, needling

and then injecting 1 cc. of hydrocortisone into the

painful area. One case, not included in this group,

refused needling and was therefore operated upon :

calcareous material was obtained from the tender

swollen area on the anterior aspect of the wrist.

Miscellaneous

A. Acute Tenderness over the Spinous Proc-

esses (31 cases). The area which has been found

to be mostly affected by this complaint is the tip of

the spinous process of the seventh cervical or the

first dorsal vertebra, or both. The next most com-

mon site has been the tips of the spinous processes

of the fourth to the sixth dorsal vertebrae. These

patients may or may not give a history of injury.

In two cases of the lesion affecting the seventh

cervical spinous process, the patients gave a history

of a whiplash type of injury. Most patients stated

that their pain was aggravated on flexing the neck

or trunk. On examination, the presenting finding

was excruciating tenderness on palpation over the

tip of the involved spinous process. X rays were

negative. I am not entirely sure as to what causes

this lesion, but I would surmise that it could be due
continued on next page
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to a small localized bursitis without calcification.

An injury to the soft tissue structures immediately

over the spinous processes could also take place

from a stretching, a tearing or even a direct blow.

These patients were all treated by the injection of

1 cc. of hydrocortisone directly into the excruciat-

ing area of tenderness. Thirty-one such patients

have been treated, twenty-eight of whom obtained

relief from one single injection of hydrocortisone

and the remaining three required two injections

before complete relief was obtained. Xone required

any further treatment.

B. Coracoiditis ( 12 cases). During the past five

or six years I have paid a considerable amount of

attention to a type of lesion which I have seen fit

to label coracoiditis. These patients generally come
in with a complaint of pain on the anterior aspect

of their shoulder, and examination is entirely nega-

tive, except for definite localized tenderness imme-
diately over the tip of the coracoid process of the

scapula. The coracoid process, as you will remem-
ber, is a point which gives origin or insertion to the

short head of the biceps, the pectoralis minor and
the coracobrachialis. It is my feeling that coracoidi-

tis is a lesion of the shoulder which is the equivalent

of an epicondylitis of the elbow. Epicondylitis is

believed to be a stretching or tearing of the origin

of the common flexors or extensors, as the case

may be. It is my feeling that it is possible to have

the same type of injury to the origin or insertion of

the three tendons which have been enumerated, at

the tip of the coracoid process. Twelve cases of this

lesion have been treated with an injection of hydro-

cortisone into the tender area over the tip of the

coracoid process, ten of whom obtained relief from

one injection; and of the remaining two, one re-

quired two injections while the other required four

injections.

C. Epicondylitis of the Elbow (58 cases). In

this series there were fifty-eight patients—six with

medial epicondylitis and fifty-two with lateral epi-

condylitis. Forty were in males while eighteen were
in females. Forty-two cases affected the right elbow

and sixteen the left. Most of the patients gave

some history of forceful lifting with the right

elbow, usually with the elbow partially flexed. All

patients with lateral epicondylitis complained of

additional pain over the lateral epicondvle when
the hand was actively dorsiflexed against resist-

ance. while those with medial epicondylitis com-
plained ot additional pain over the medial epicon-

dyle when the hand was flexed toward the palm
against resistance. All of these patients were treated

with the local injection of 0.5 to 1 cc. of hydro-

cortisone. One third of the patients complained of

severe additional pain for twenty-four to forty-

eight hours following the injection. These patients

stated that they were unable to sleep during the
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first night because of the increased pain in the

elbow. This was felt to be due to a local reaction

which subsided when sedation and cold applications

were applied.

Epicondylitis has not responded as well to the

local injection of hydrocortisone as had been hoped.

Only about one third of the patients injected ob-

tained complete relief with one injection. The
second one-third obtained 25-75 per cent improve-

ment after two or more weekly injections. The
remaining third was not helped at all.

D. Osgood-Schlatter’s Disease (3 cases). Three
young patients complaining of pain over the tibial

tubercle of the knee were treated. X rays of these

knees revealed a fragmentation of the tibial tu-

bercle. On clinical examination there was swelling

and tenderness over the tibial tubercle. These pa-

tients were treated by the local injection of 1 cc.

of hydrocortisone with marked decrease of the pain

within one week. Xo second injections were re-

quired. Immobilization was not used on these

patients.

E. Coccydynia (15 cases). All the patients in

this group were women, five of whom gave a his-

tory of having had a fall on their buttocks and the

remaining ten gave no history of any injury what-

ever. In each case the patient complained of pain in

the region of the coccyx, made worse by sitting

squarely on the buttocks. On examination, the only

finding which could be elicited was tenderness over

the coccyx. There was no instability of the coccyx,

and X rays did not reveal angulation, fracture or

bony disease. The ten cases that gave no history of

injury were called idiopathic coccydynia. while the

remainder were called traumatic coccydynia. They
were all treated with the injection of 1 cc. of hydro-

cortisone into the most tender area. Four patients

were completely relieved after one injection, two

were completely relieved after a second injection,

four were improved about 50 per cent and the re-

maining five were not affected after three or more
weekly injections.

F. Ganglia ( 15 cases ). Injection treatment was
tried on fifteen patients presenting a ganglion of

the wrist. The majority of the ganglia treated were

located on the dorsum of the wrist close to the

radial side. A few on the anterior aspect of the

wrist were also treated. In each case there was no

history of injury, and X rays failed to reveal evi-

dence of bony injury or disease. Examination in

each case revealed a localized movable swelling in

the region of the wrist, having little or no tender-

ness. In each case the exudate in the ganglion was

evacuated and 1 to 2 cc. of hydrocortisone were

injected into the ganglion. Treatment in these cases

was entirely unsatisfactory, as all recurred within

one week to eight months. Treatment of ganglia by

this method has therefore been abandoned.
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G. Acute Localized Myositis (24 cases). My
experience with this lesion has been confined

largely to acute trapezius myositis. These patients

present themselves complaining of severe pain in

either one or both trapezii muscles on the top of

the shoulder, with difficulty in turning their necks

in any direction without severe pain. They generallv

give a history of acute inception of pain. X rays

and laboratory examinations do not contribute to

the diagnosis. Twenty-four such cases have been

treated—eighteen unilateral and six bilateral. In

each instance the tender muscle was injected with

2 cc. of hydrocortisone mixed in 1 per cent xylo-

caine. The amount of xylocaine used is dependent

upon the size of the area to be in jected. The smaller

the muscle, the less xylocaine is used. In twenty of

the cases treated by this method, the patient ob-

tained so much relief within the first two days that

no further treatment was necessary. The remaining

four cases required a second injection two-four

days later with relief shortly thereafter. Myositis

is an inflammatory lesion
;
therefore, the relief

obtained by the injection of hydrocortisone is felt

to be due to the anti-inflammatory properties of

the drug.

H. Periarthritis of the Knee (31 cases). A
number of patients presented themselves complain-

ing of pain in and around the knee, superficially

placed. In each case there was no history of injury.

The patient complained of pain in the periphery

of the knee on walking and when pressure was
made against the knee ; X rays revealed no evidence

of arthritic manifestations, and blood studies did

not contribute to the diagnosis. In each case the

patient had localized tenderness over some section

of the knee. In eighteen of the knees treated, the

patient had localized superficial tenderness over the

medial aspect of the knee joint at the joint line.

In none of these cases was there any history of

locking or of giving out of the knee, and in no case

was there noted any perceptible swelling of the

knee. None of these cases was acute, as most of

them had complained of pain in these areas for

months. All of these cases obtained relief within

a few days of the injection of 1 cc. of hydrocortisone

in the trigger point of tenderness. A few required

a second injection, while one case required three

injections.

I. Tender Fatty Nodules (9 cases). Nine cases

are included in this group, which complained of

pain over a nodule which is commonly found over

the sacroiliac dimples in the lower back. The pa-

tients stated that the pain was particularly felt when
they would lie on their back in bed or when pres-

sure from a corset or a belt was made against the

nodule. Seven of the patients were females, while

two were males. On examination, a small, tender,

movable nodule could be felt immediately in the

region of the sacroiliac dimple. These nodules are

felt to be either swollen, inflamed fatty tissue from
pressure of corsets or belts, or they could he nodules

which have herniated through fascia in these areas.

These were all treated by the injection of 1 cc. of

hydrocortisone directly into the tender nodular
mass. Six of the nine cases were promptly relieved,

while the remaining three were improved, hut not

completely relieved.

J. Adhesive Capsulitis of the Shoulder (44
cases). This diagnosis was made in patients who
complained of pain in the shoulder and who had
limitation of the various motions of the shoulder
in varying degrees. Forty-four such cases were
treated, all of whom were unilateral. The left and
right shoulder were affected in practically equal

numbers. In this group there were thirty females

and fourteen males. X rays revealed small calcific

deposits in twelve of the forty-four cases. In four

of twelve of these cases the patient gave a history

of what sounded like an acute subdeltoid bursitis,

starting more than four months previously. In the

remaining eight cases where calcification was noted,

there was no history of acute bursitis. All patients

were treated by weekly injections of 2 cc. of hydro-
cortisone into the shoulder joint, together with

active and passive exercises and neuromuscular
stimulations. Most of these patients were placed on
Meticorten therapy by mouth. These cases were
compared to those which had been previously

treated without the aid of hydrocortisone. Mv con-

clusions are that hydrocortisone is of definite value

in these cases as motion is restored faster and the

patient experiences less pain. Three of the forty-

four cases treated by this method obtained such

minor improvement that brisement force under

general anesthesia had to be done. It was observed

that the greater the limitation of motion and the

severity of pain when treatment was started, the

longer it took to increase motion and to decrease

the pain.

K. Scars: Painful or Massive (4 cases). Four
patients are included in this series, all of whom had

undergone surgery with resulting painful or wide

scars. One child had had a tendoachilles lengthening

with a resulting wide, keloid-looking scar which

was still present six months after the operation.

This child was treated by the weekly injection of

1 cc. of hydrocortisone subcutaneously, immedi-

ately underneath the scar for three weeks with

improvement in the appearance of the scars. Two
patients had painful scars over the posterior crest

of the ilium from which bone had been taken for

spine fusion operations. These scars were quite

tender, particularly when pressure was made over

them. The scars were still painful— one eight

months and the other twelve months after the

operation. These scars were injected with 2 cc. of
concluded on page 89
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THE INFLUENZA EPIDEMIC AND 1957 MORTALITY

IN RHODE ISLAND

A Special Report of the Division of Vital Statistics of the Rhode Island

State Department of Health

1
x 1957 there were eight deaths in Rhode Island

which were due to influenza. This was an in-

crease over the five influenza deaths recorded in

1956. The 1957 total was half of the sixteen in-

fluenza deaths in hoth 1950 and 1951.

Pneumonia is a frequent complication of influ-

enza. Since it is often difficult for a physician to he

certain that a death was due to influenza and not

pneumonia, the number of pneumonia deaths

should be considered. During 1957. in addition to

the influenza deaths, there were 216 deaths due to

pneumonia. This was an increase of 41% over the

1956 total of 153 pneumonia deaths. It is note-

worthv that, with the 16 influenza deaths in both

1950 and 1951, there was no accompanying in-

crease in the number of pneumonia deaths.

Of the eight influenza deaths in 1957. all oc-

curred in the period from October through Decem-
ber. compared to one out of the five 1956 influenza

deaths that took place in these months. Of the 216
pneumonia deaths in 1957. 43% were in the last

quarter of the year. This compares with 31% of

the 1956 pneumonia deaths that occurred in the

same months.

Four of the eight influenza deaths in 1957 were

deaths of persons over 60 years of age. One oc-

curred in the age range 30-39 years, two in the

range 40-49. and one between 50 and 59 years.

These four influenza deaths under age 60 were the

first since 1953. Table 1 shows the age distribution

of influenza deaths since 1950.

The 1957 increase over 1956 in pneumonia

TABLE 1

Influenza Deaths by Age Groups: Rhode Island, 1950-1957

Year Under 1 1-4 5-9 10-19 20-9 30-9 40-9 50-9 60-9 70-9 Over 80 Total

1950

1951 1

1952

1953

1

1954

1955

1956

1957

4

1 2

1 1

1

2136 16

1 5 3 3 16

1 1

2 5

1 11113113 5

2 1112 8

deaths was concentrated in the age groups over 60

tears. There were also increases, as shown in

Table 2. in the 10-19 and the 40-49 age groups.

A decline in the pneumonia deaths of children

under 1 year, excluding pneumonia of the new-

born. is to be noted.

Table 3 shows that the increase in the combined

influenza and pneumonia deaths during October

and November accounted for a large part of the

increase in these deaths in 1957. The upswing in

influenza and pneumonia deaths during October

and November 1957 was accompanied by a marked

TABLE 2

Pneumonia Deaths by Age Groups: Rhode Island, 1956 and 1957

Year Under 1 1-4 5-9 10-19 20-9 30-9 40-9 50-9 60-9 70-9 Over 80 Total

1956 19 2 1 1 4 1 7 16 28 42 32 153

1957 13 4 2 4 1 2 15 16 34 62 63 216

TABLE 3

Total Influenza and Pneumonia Deaths by Month s: Rhode Island, 1956 and 1957

Year Jan. Feb. Mar. Apr. May June July Aug. Sept. Oct. Nov. Dec. Total

1956 15 15 14 16 12 9 12 9 7 15 9 25 158

1957 16 14 19 10 12 16 12 11 14 32 42 26 224
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increase in the total deaths in these months. In

October, total deaths were 13% above the average

number of deaths in October from 1950-56. In the

month of November 1957. deaths were 8% higher

than the November 1950-56 average. The total

deaths in December 1957 were slightly below the

December average for 1950-56.

The provisional number of deaths in Rhode
Island for the year 1957 was 8,542, an increase

from the 8,466 in 1956. Due to an increase in the

estimated population, the provisional crude death

rate dropped to 9.9 per 1,000 population in 1957.

This is the first time that the Rhode Island death

rate has declined below 10.0 per 1,000, although

the United States crude death rate has been below

10.0 since 1948.

The 1957 increase in the number of influenza and

pneumonia deaths should be viewed in historical

perspective. The combined rate of death from in-

fluenza and pneumonia has declined steadily since

1937, with the exception of 1943 and 1944, from

104 deaths per 100,000 population to a low of 15

deaths per 100,000 in 1949. The death rate from

1950-56 leveled oft between 16.5 and 20.9 per

100,000. The 1957 rate jumped to 26.0. This is the

highest rate for influenza and pneumonia deaths

since 1948.

The over-all decline in this death rate was due

to the introduction of new and effective chemo-

therapeutic agents in the late 1930’s. The reversal

of the trend in 1943 and 1944 was due to a pneu-

monia and influenza outbreak in December 1943

and January 1944. December 1943 had 16 influenza

deaths and 99 pneumonia deaths out of the 1943

total of 42 and 441 respectively. January 1944 had

17 influenza deaths and 108 pneumonia deaths out

of the 1944 total of 33 and 446 respectively.

There have been many comparisons between the

1918 and 1957 influenza epidemics. The data are not

exactly comparable due to differences in certifying

and classifying the causes of death. Keeping this in

mind, in 1918, Rhode Island, with a population

only 70% as large as today, had 2,306 influenza

deaths, compared with 128 in 1917. There were

1,802 pneumonia deaths in 1918, compared with

1.111 in 1917. These produced an influenza and

pneumonia death rate of 680.1 in 1918 contrasted

with 204.5 in 1917 and 26.0 per 100.000 population

in 1957. Besides the great difference in mortality,

there was also a difference in the age distribution

of the deaths. In 1918 over 50% of the influenza

deaths were in the 20-39 age groups.

The 1918 epidemic began with a very mild wave
of cases, with negligible mortality, in the spring

months. The second wave in the fall produced the

increase in mortality.

Doctor Leroy E. Burney, Surgeon General of

the United States, has stated that a second wave of

influenza is anticipated in the early months of 1958.

Due to the possibility of a recurrence, the Rhode
Island Department of Health and the Public Health

Service continue to urge the residents of Rhode
Island to take advantage of the availability of the

flu vaccine.

USE OF HYDROCORTISONE IN OFFICE PRACTICE
concluded from page 87

hydrocortisone in 4 cc. of xylocaine, with improve-

ment. The last case resulted from an operative in-

cision on the lateral aspect of the wrist eight months

previously. This patient was treated with two
separate injections of 2 cc. of hydrocortisone sub-

cutaneously, done two weeks apart. The patient

obtained considerable relief.

CONCLUSIONS
Hydrocortisone has been used in numerous con-

ditions, including various types of arthritis, bur-

sitis, tendinitis and many other varied conditions.

The vast majority of the disturbances enumerated

in the paper have responded very satisfactorily to

the injection. The number of operations which I

formerly did for calcified bursitis, trigger fingers,

DeQuervain’s disease, etc., have been very marked-

ly reduced by the injection of this drug. It is felt

that injection therapy with hydrocortisone has a

definite place in office orthopedic practice.
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BASIC MEDICAL RESEARCH

A number of circumstances and events have

acted to reduce the rather provincial confi-

dence of the average American in the idea that, in

the natural order of tilings, his country now leads

the world in practicallv every field of human en-

deavor. Dramatically emphasized by the whirling

soviet Sputniks, it has become clear to all that

people other than Americans are in the forefront

of achievement in very many phases of applied

science. Individuals of intelligence and an average

degree of awareness have known this all the time,

and they have also recognized that these accom-

plishments in the application of scientific knowl-

edge have always rested on a foundation of prog-

ress in basic research. Only now. however, is it

becoming clear to “the man in the street" that the

practical advances of tomorrow must depend on

the results of the basic research of today. This

applies to all scientific disciplines including medi-

cine.

This wide recognition of the need of greater

development of basic research in practically all

branches of science involves not only those who
are primarily interested in general education but

also the leaders in industry who had previously

been considered by many to be concerned only with

the application of scientific principles in the prac-

tical development of products which they could

make and sell. Medical research, for example, not

only clinical but basic, lias been studied by members
of the pharmaceutical industry in the realization of

the relationship of their work to the fundamental

knowledge on which it rests. A recent publication

"The Xew Era in Medical Research" published by

Merck, Sharpe and Dohme Research Laboratories

is an attempt to assess tbe present situation by a

“survey of the attitudes of some leading people in

the field.” In this pamphlet is discussed the relation

of basic medical research to government, to the

universities and to the pharmaceutical industry.

It seems clear to anyone who has given serious

thought to the matter and has followed published

discussions of the subject that there is a basic need

that must be met before basic research will be

adequatelv expanded. This basic need is the need

for a general realization of the value to the world

of those who advance our basic knowledge. This

means definitelv greater recognition in our social

structure of the pre-eminent place that our scien-

tists should hold. Practically, this involves more
public distinction and better salaries for the dedi-

cated individuals who give their lives to their work.

This should—and we believe would—result in a

greater appeal to students of abilitv who are able to

sense tbe ideals of these scientists and aspire to

follow in their footsteps. It appears that it is not

monev that is lacking but talented individuals. In

medicine, as in other fields, the same thing is true

—

and we of the profession, and the general public,

should spend less time in praise of the surgical

technician, great as are his triumphs, who can. for

example, make repairs on a damaged heart, and

more in appreciation of the people who have solved

the fundamental problems of anticoagulation, anti-
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biotics and anaesthesia that have made these

achievements possible. Furthermore, what is re-

quired is not only experts in research, hut also

teachers, inspiring teachers, who can fill the youth

of our land with their enthusiasm and also a public

which will accord to those whose accomplishments

warrant it the recognition and honor that they

deserve.

THE MARCH OF DIMES

In the crusade against poliomyelitis, the March
of Dimes has become a national slogan, because it

symbolizes American humanitarianism which by its

copious generosity is enabling the National Foun-

dation for Infantile Paralysis to begin its twentieth

year of brilliant achievement. Since 1938 the Foun-

dation has spent over $25,000,000 of March of

Dimes money for professional education. This

large sum, collected through popular appeal, has

made it possible for the Foundation to finance re-

search, to further the education and enlarge the

opportunities of clinical specialists, physical thera-

pists, occupational therapists, basic science teach-

ers, medical social service workers, nurses and

many others continuously engaged in the fight

against poliomyelitis.

Mr. Basil O’Connor, president of the National

Foundation, recently listed four outstanding events

in his report on polio for 1957. They are : the mas-

sive vaccination promotion of last spring and sum-

mer ; the consequent drop in paralytic polio
;
the

expanding research projects of the March of Dimes
organization ; the undertaking, by the National

Foundation, of a program, called Operation Come-
back. to bring the benefits of modern rehabilitative

techniques to many thousands of polio patients who
were stricken by the disease in years past, and still

need this help.

Said Mr. O’Connor, “Though 1957 was marked
by a tremendous campaign to vaccinate the Amer-
ican public against paralytic polio, a shocking num-
ber of United States citizens are still unprotected.

Only three of five Americans in the susceptible

group under forty have had one or more injections

of Salk vaccine. This leaves two out of five who are

just as vulnerable to polio paralysis as if there had

never been a Salk vaccine.”

This is a serious situation ; it should not. and

need not be. Unless most of the 45,000,000 of our

unvaccinated citizens under forty get vaccinated

before the next polio season, there is no assurance

that we may not again have epidemics and tragic

crippling in 1958.

Commenting on the dramatic drop in reported

polio cases during 1957, Mr. O’Connor said that

it is, as yet, too early to draw scientific conclusions.

The widespread use of the Salk vaccine has been

an important factor, but scientists point out that

1957 may have been a year of low polio virulence.

In the first eleven months of 1957, only 5,747

polio cases were reported in the whole nation, as

against 14,974 in 1956, a decline of 62%. All of

New England reported only 81 cases, as compared
with the 1952-1956 average of 2,127, a decline of

96%. In 1957, no cases of polio were reported in

Rhode Island.

Remarkable as is this record, the war on polio is

by no means finished. Mr. O’Connor estimates that

some 300,000 persons alive today are the victims

of paralytic polio. Of these, about 100,000 may still

be helped to a fuller and more gainful life by mod-
ern surgical helps and recent advances in the tech-

niques of rehabilitation.

The National Foundation used $21,700,000 in

1957 to bring medical care and rehabilitation to

57,800 polio patients, 53,000 of whom were stricken

in previous years. In 1958 the Foundation estimates

it will need $21,000,000 for patient aid; it hopes,

under its 1958 March of Dimes campaign theme.

“Survival Is Not Enough,” to bring to many of

them the fruits of modern rehabilitative science.

VITAL STATISTICS

The Rhode Island Department of Health

through its Division of Vital Statistics has pub-

lished for the first time, so far as we are aware, an

annual report on vital statistics (covering the

calendar year of 1956). This careful statistical

analysis contains much valuable material. The list-

ing of the Ten Leading Causes of Deaths in Rhode
Island is interesting. The first three, diseases of the

heart (42.0%), malignant neoplasms (17.7%),

and vascular lesions affecting the central nervous

system (11.0%), comprise over 70% of all deaths

in the state. The preponderance of degenerative

disease is in conformity with the world-wide trend,

and emphasizes the direction which future medical

research must take. Accidents, although a signifi-

cant! v smaller percentage (4%), were the fourth

leading cause of death, indicating another area re-

quiring concentrated effort. Although motor ve-

hicles contributed prominently in this category,

they, nevertheless, took second place to accidental

falls.

The section dealing with leading causes would

have been more informative if a comparison with

previous experience bad been made, as is done else-

where in the study. For example the death rate

from tuberculosis dropped from 4.4 per 100,000

population in 1939 to 0.4 per 100,000 in 1956.

Deaths under one year declined from 66.5 per 1,000

live births in 1927 to 23.8 in 1956. These are im-

portant examples of the changes in mortality ex-

perience. Perhaps with the publication of future

editions greater use of comparative statistics will

be possible.
concluded on next page
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It is of interest that the population of Rhode
Island has increased from 677.000 to 828.000 in

the thirty years since 1927. A rather grim pros-

pect, however, seems indicated for the City of

Providence, which lost over 25.000 residents since

1950.

On the whole this fine report contains much more
interesting reading than its dry statistical form

would indicate. W e congratulate the state Depart-

ment of Health on making this excellent start, and

trust that it is hut the first of a long series.

LUNG CANCER MORTALITY STUDY

The National Cancer Institute and the National

Office of Vital Statistics will soon undertake the

collection of residence and smoking histories and

additional diagnostic information for a national

10% sample of lung cancer deaths to explore in

further detail the possible relationship between

these factors and lung cancer. The national total of

lung cancer deaths to he queried during the year

will be approximately 3.000. of which twenty-one

will he checked in Rhode Island.

The proposed study has been endorsed by the

Association of State and Territorial Health Offi-

cers, and the Council of the Rhode Island Medical

Society has approved of the study locally and urges

all physicians contacted on the problem to lend com-

plete support to the investigators.

For control purposes an additional nine deaths

RHODE ISLAND MEDICAL JOURNAL
from cancer of the large intestine and rectum will

he queried in this state. Corresponding data on
smoking and residence history for the general pop-

ulation will be collected by the Bureau of the Cen-
sus as a supplement to its Current Population Sur-
vey for May, 1958, and therefore the lung cancer

information on these factors will represent a

parallel report.

The forms and procedures used in writing to

physicians and relatives of the decedent to obtain

the desired information have been pre-tested in

Pennsylvania with highly satisfactory results.

Briefly, the procedure is as follows: the physician

is queried first. This gives him an opportunity to

contraindicate querying the family informant listed

on the death certificate if he feels this would he

desirable, or to suggest the name of another rela-

tive. The letter to the family is sent about ten days
after the one to the physician. The death certificates

to he queried will be drawn from the Current

Mortality Sample sent each month by the states to

the National Office of Vital Statistics.

1 his study represents another important ap-

proach to resolve the problem of the rising total

of lung cancer deaths. It is certainly desirable to

test and to develop possible relationships with a

variety of environmental factors, and a national

study should prove most enlightening in the con-

tinuing search for the answer to one of man's most

serious public health problems.

THE TRUTH SEEKERS

Claude Bernard
Ardent desire for knowledge, and this knowl-

edge really grasped, and yet always flying before
them, becomes at once their sole torment and sole

happiness. Those who do not know’ the torment
of the unknown cannot have the joy of discovery,

which is certainly the liveliest that the mind of

man can ever feel. But, by a whim of nature, the

joy of discovery, so sought and hoped for, van-
ishes as soon as found. It is but a flash, whose
gleam discovers for us fresh horizons toward which
our insatiate curiosity repairs with still more ardor.

Thus, even in science itself, the known loses its

attraction, while the unknown is always full of

charm.

When you meet with a fact opposed to a pre-

vailing theory, you should adhere to the fact and
abandon the theory, even when the latter is sup-

ported by great authorities and generally adopted.

Put off your imagination as you take off your
overcoat when you enter the laboratory; but put it

on again, as you do the overcoat, when you leave
the laboratory. Before the experiment and between
whiles let your imagination wrap you around; put
it right away from yourself during the experiment
itself, lest it hinder your observing power.

When I am in my laboratory, I begin by shutting
the door on materialism and on spiritualism; I

observe facts alone, I seek but the scientific condi-
tions under which life manifests itself.

Answer to Questions on Page 79

1. Golfing

2. Bowling

3. Knitting

4. Hairdressing (holding and opening with teeth

steel hairpins)

SECTIONAL MEETING FOR
SURGEONS

More than 4,000 surgeons, surgeon specialists,

nurses and related medical personnel from Canada
and the United States are expected to attend a four-

day Section meeting of the American College of

Surgeons in New York City, March 3-6.

The program will include hospital clinics, panel
discussions, symposia, scientific papers, technical

exhibits, medical motion pictures, cine clinics, and
separate programs in the various specialties.

Headquarters hotels are the Waldorf-Astoria,
Commodore, Biltmore and Belmont Plaza. In-

quiries regarding the meeting should be directed

to Dr. H. Prather Saunders, associate director,

American College of Surgeons, at 40 East Erie

Street, Chicago, Illinois.
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Nilevar
stimulates protein synthesis,

corrects negative nitrogen balance

Increased nitrogen loss, with resulting nega-
tive nitrogen balance, occurs in infection,

trauma, major surgery, extensive burns, cer-

tain endocrine disorders and starvation and
emaciation syndromes. The intrinsic control

of protein metabolism is lost and a protein

“catabolic state” occurs. A patient requiring

more than ten days of bedrest usually has had
sufficient metabolic insult 1 to precipitate such

a “catabolic” phase.

Nilevar (brand of norethandrolone) has

been used in patients with varied conditions

including hyperthyroidism, poliomyelitis,

aplastic anemia, glomerulonephritis, anorexia
nervosa and postoperative protein depletion.

The patients gained weight and felt better.

It was concluded 2 that “the drug certainly

caused a reversal of rather recalcitrant or

progressive catabolic patterns of disease.”

Nilevar is unique among anabolic steroids

in that androgenic side action is minimal or

absent.

The suggested adult dosage is three to five

tablets (30 to 50 mg.) daily. For children 1.5

mg. per kilogram of weight is recommended.

G. D. Searle & Co., Chicago 80, Illinois.

Research in the Service of Medicine.

1. Axelrod, A. E.; Beaton, J. R.; Cannon, P. R., and others:

Symposium on Protein Metabolism, New York. The National
Vitamin Foundation, Incorporated, (March) 1954, p. 100.

2. Proceedings of a Conference on the Clinical Use of Ana-
bolic Agents. Chicago, Illinois, G. D. Searle & Co., April 9,

1956, pp. 32-35.

s
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DISTRICT MEDICAL SOCIETY MEETINGS

WASHINGTON COUNTY MEDICAL
SOCIETY

The annual meeting of the Washington County

Medical Society was called to order at 11 :40 a.m.

on January 8, 1958. The meeting, held in the

Xurses’ Lounge of Westerly Hospital, was pre-

sided over by the president. Mildred I. Robinson.

M.D.
The minutes of the previous meeting were read

and approved.

I )ifinished Business: John Robert Phelan. M.D.,

having been approved by the Board of Censors,

was voted into membership in the Society.

It was moved by Dr. Morrone and passed that

an annual assessment of $5.00 he made from each

member of the Society as a contribution for the

Rhode Island Medical Societv Benevolence Fund.

Communications: An application from Dr. Bur-

belo for membership in the Society was read and

referred to the Board of Censors.

An application from Dr. Arthur Roberge was

read and referred to the Board of Censors.

The Board of Censors were instructed to inves-

tigate specifically the new applications of naval

personnel and to review the qualifications of all

service physicians who have become members of

the Societv.

A resolution from the Santa Barbara County

Medical Society was summarized for the Society.

It was moved by Dr. Nathans and passed that the

secretary write a letter to the Society stating that

the Washington Countv Medical Society concurred

with their feelings against Socialized Medicine and

that the resolution was being referred to a special

committee for further consideration.

A questionnaire on the status of postgraduate

education in psychiatry from the American Psychi-

atric Association was presented to the Society. A
motion was made by Dr. Morrone and passed that

the secretary complete the questionnaire to the best

of his knowledge.

A letter was read from Mary D. Hartung. who
is chairman of the Public Health Committee of

the League of Women Voters of South Kingstown.

It was moved by Dr. Agnelli and passed that the

Washington County Society should encourage and

endorse the excellent efforts of the League of

Women Voters of South Kingstown in their inter-

est in rural public health.

Reports of Committees: Dr. Agnelli, represent-

ing the legal committee of the Society, reported

that the Committee had met in December with two
members of the Bar Association. A joint meeting

was suggested which would he turned over to one

of the attorneys. L'pon motion of Dr. Dewees, it

was decided that a combined meeting be held

Wednesday, April 30. 1958, 8:00 p.m., at the

Larchwood Inn. Wakefield. Rhode Island. A
“Dutch Treat" dinner will precede the meeting (at

6 :30 p.m. )

.

Dr. Tatum, treasurer, gave her annual financial

report. It was moved and passed that the treasurer’s

report be accepted without the usual auditor's

approval.

Xew Business: A motion was made that Dr.

Burbelo be accepted as a member in the Society,

subject to the approval of the Board of Censors.

(Dr. Morrone) It was seconded and passed.

A motion was made by Dr. Nathans that appli-

cation of Dr. R. Singer. Pathologist of Westerly

Hospital, be presented to the Society and referred

to the Board of Censors. It was seconded and

passed.

The president appointed Dr. Farago and Dr.

Nathans to serve as a committee to review the by-

laws of the Society and make suggestions for

needed revisions.

The president appointed Dr. O’Brien and Nestor

to be the special committee to review the resolu-

tion of the Santa Barbara County Medical Society

and make recommendations to the Society.

The president appointed a committee of three to

meet promptly and suggest a slate of officers for

the Society for the coming year.

A motion was made by Dr. Morrone which was

seconded and passed that the list of officers as pre-

sented to the Society by the nominating committee

be unanimously elected to serve as follows

:

President Frederick Eckel, m.d.

First Vice President James McGrath, m.d.

Second Vice President F. B. Agnelli, m.d.

Secretary Neida Q. Ogden, m.d.

Treasurer Julianna Tatum, m.d.

Councillor John P. Jones, m.d.

Alternate John Walsh, m.d.
continued on page 96
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OFFICERS AND COMMITTEES . . . 1958

THE PROVIDENCE MEDICAL ASSOCIATION

Officers— 1 958

Joseph G. McWilliams, M.D., President

John C. Ham, M.D., Vice President

Michael DiMaio, M.D., Secretary

Frank I. Matteo, M.D., Treasurer

Advisory Committee to the Community
Workshops, Inc.

Merle M. Potter, M.D., Chairman

Nathan A. Bolotow, M.D.
Raymond F. Hacking, M.D.
Maurice W. Laufer, M.D.
Frank Merlino, M.D.

Griez 'a nce Committee

William H. Foley, M.D., Chairman
Albert H. Jackvony, M.D.
Alfred L. Potter, M.D.
Joseph G. McWilliams, M.D.
Michael DiMaio, M.D.

Entertainment Committee

Harry Darrah, M.D., Chairman
Robert W. Riemer, M.D.
Bertram L. Holdredge, M.D.
John P. Grady, M.D.
Thomas L. O’Connell, M.D.
Richard D. Femino, M.D.
William A. McIntyre, M.D.

Medical Milk Commission

John T. Barrett, M.D., Chairman
Reuben C. Bates, M.D.
Bertram Buxton, Jr., M.D.
Harold G. Calder, M.D.
John P. Grady, M.D.
John E. Farley, M.D.
Maurice Kay, M.D.
Henry E. Utter, M.D.

Committee on Legislation

William A. Reid, M.D., Chairman
Ezra Sharp, M.D.
P. Joseph Pesare, M.D.

Executive Committee

(In addition to Officers)

Robert V. Lewis, M.D. (1960)
Arnold Porter, M.D. (1960)
Robert R. Baldridge, M.D. (1959)
Harry E. Darrah, M.D. (1959)

Joseph A. Hindle, M.D. ( 1959)

William A. Reid, M.D. (1959)
Irving A. Beck, M.D. (1958)
Louis I. Kramer, M.D. (1958 )

William S. Nerone, M.D. ( 1958)

Frank D. Fratantuono, M.D. ( 1958 )

Disaster Committee

James B. Moran, M.D., Chairman
Hilary H. Connor, M.D.

J. Merrill Gibson, M.D.
Francis W. Nevitt, M.D.

Committee on Group Insurance

Emanuel Benjamin, M.D., Chairman

James H. Cox, M.D.
Joseph G. McWilliams, M.D.

Advisory Committee to the Medical Bureau

John G. Walsh, M.D., Chairman
Irving A. Beck, M.D.
Francis V. Garside, M.D.
Frank I. Matteo, M.D.
Jack Savran, M.D.

Program Committee

Irving A. Beck, M.D., Chairman
Seebert J. Goldowsky, M.D., Vice-Chairman

Charles E. Bryan, M.D.
Gustavo A. Motta, M.D.
Walter E. Hayes, M.D.
Alex Burgess, Jr., M.D.
Wilfred I. Carney, M.D.
Maurice Kav, M.D.
William S. Klutz, M.D.
Frank D. Fratantuono, M.D.
Americo A. Savastano, M.D.

John Turner, M.D.
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Delegates: Hartford Gongaware, m.d. (to 1959)

James McGrath, m.d. (to 1960)

Censors Henry Grainger, m.d.

Hayes Cluxton, m.d.

Attilio Manganaro, m.d.

Auditor Linwood Johnson, m.d.

A discussion was held regarding the financial

responsibility of guests and visitors at the society

meetings. The treasurer was instructed that future

guests of physicians would be guests of the Society

and the “meal tickets” would be paid for by the

Society.

Scientific Section: The film. Time and Two
Women by the Rhode Island Division of the Amer-
ican Cancer Society was shown under the direction

of Leo J. Conley, Jr. Mr. Conley then presented a

summary of the progress of the Rhode Island

cancer survey research program.

Members Present: Doctors Agnelli, Celestino,

Cerrito, Chimento, Cluxton, Dewees, Eckel, Fa-

rago, Gale. L. Johnson, Jones, Manganaro, Mc-
Grath, Morrone, Nathans, Nestor, O’Brien, Ogden,

Pinto, Robinson. Ruisi. Spicer, Tang and Tatum.

Adjournment: The annual meeting of the Wash-
ington County Medical Society was adjourned at

2 p.m. A luncheon was served for members and

guests in the hospital dining room.

Elmer T. Gale, m.d., Secretary

PAWTUCKET MEDICAL ASSOCIATION

A dinner business meeting of the Pawtucket

Medical Association was held on September 19,

1957, at the Lindsey Tavern.

Dr. Albert Gaudet, president, introduced the

guests, including four candidates for membership,

and Dr. Leland Jones.

The secretary’s report of the last regular meeting

which was held in May was read and accepted.

Communications received were read concerning

action by the Rhode Island Medical Society Ad-
visory Committee to the Department of Employ-
ment Security, in response to the letter sent by the

Society. There was a communication concerning

legal opinions obtained bv the State Medical So-

ciety Grievance Committee on its procedures.

There was an additional communication concerning

public relations booklets available from the A.M.A.
Applications for membership by Drs. Moreno,

Mulvany, Napoli, and Slomin were read and re-

ferred to the Standing Committee.

A report was presented on the current status of

Asiatic Flu by Dr. A. J. Gaudet. There was no old

business, and under new business Dr. Lappin spoke

about the Christmas party at Memorial Hospital

RHODE ISLAND MEDICAL JOURNAL
and it was requested of the hospital staff to hold a

special meeting on Christmas arrangements. Dr.

Lappin spoke about administration of flu vaccine

to the dependents of employees in industry. Dr.

Kelley and Dr. Ruggles made comments on the

Asian flu vaccine availability and distribution. The
business meeting was adjourned at 9:20 p.m. and
was followed by a very interesting presentation by
Mr. Harold Williams, leader in Boy Scout ac-

tivities.

The members present, including guests, were as

follows : Drs. Billings, Bruno, Cunningham, Doll,

Fortin, E. Foster, A. Gaudet, E. Gaudet, Hayes,

Hecker, Hennessy, Gorfine, Forgiel, A. Jaworski,

R. Jaworski, Jeremiah, L. Jones, Kelly, Koropey,

Lappin, Lucier, Matthewson, Metcalf, Mulvany,

Napoli, Pauli, Pineault, Ruggles, Schiff, Slomin,

Sonkin, R. T. Stevens, Webster, and Zolmian.

* * *

A dinner business meeting of the Pawtucket

Medical Association was held jointly with the

Spatula Club at the Lindsey Tavern, October 17,

1957. Those present included the Spatula Club

members and Doctors Barron, Benjamin, Bruno,

Doll, Damargian, Forgiel, Fortin, Gaudet, Hack-
ing, Hanna, Hecker, Jeremiah, Kelly, Lappin,

Lovering, Lussier, Matthewson, Moreno, Morris,

Pauli, Ruggles, Schiff, Stanley Simon, Slomin,

Sonkin, Sprague, Stapans, Woodcome, and Zol-

mian.

The secretary’s report of the previous meeting

was read and accepted.

Communications received were read concerning

State Medical Society activities. Expressions of

sympathy were acknowledged with thanks by Doc-

tor and Mrs. Trainor and family. Also, a letter was
received from the Public Education Committee of

the American Cancer Society about the availability

of a motion picture on uterine cancer.

The report of the Standing Committee endorsing

the candidate for membership was read and ac-

cepted.

There was no old business, and under new busi-

ness, Dr. Lappin spoke about increased coverage

under Physicians Service and possible discontinua-

tion of program because of loss on the doctors as

a group. Dr. Albert Gaudet said be would contact

Blue Cross and Physicians Service for information

on the matter.

Dr. Albert Gaudet urged participation in the

dinner dance on October 19, and he spoke of our

obligation to the United Fund, and the Benevolence

Fund of our Society.

The subject of the November meeting was an-

nounced
;
and the four candidates, Drs. Moreno,

Mulvany, Napoli, and Slomin were elected to

membership.
concluded on page 98
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.

compounds tested

compound unexcelled

Progress has been made in antibiotic therapy

through the use of absorption-enhancing agents,

resulting in higher, more effective antibiotic blood

levels.

For the past two years, in a continuing search

for more effective agents for enhancing oral anti-

biotic blood levels, our Research Laboratories
screened eighty-four adjuvants, including sorbitol,

citric acid, sodium hexametaphosphate, and other

organic acids and chelating agents as well as phos-

phate complex and other analogs. After months of

intensive comparative testing, glucosamine proved

to be the absorption-enhancing agent of choice.

Here’s why:

1 Crossover tests show that average blood levels

achieved with glucosamine were markedly higher

than those of other enhancing agents screened. In

some cases this effect was more than double.

2 Of great importance to the practicing physi-

cian is the consistency of the blood level enhance-

ment achieved with glucosamine. Extensive tests

show that the enhancing effect with glucosamine

occurs in a greater percentage of cases than with

any other agent screened.

3 Glucosamine is a nontoxic physiologic metabo-
lite occurring naturally and widely in human se-

cretions, tissues and organs. It is nonirritating to

the stomach, does not increase gastric secretion,

is sodium free and releases only four calories of

energy per gram. Also, there is evidence that glu-

cosamine may favorably influence the bacterial

flora of the intestinal tract.

For these reasons glucosamine provides you with
an important new adjuvant for better enhance-
ment of antibiotic blood levels. Tetracycline, po-

tentiated physiologically with glucosamine, is now
available to you as Cosa-Tetracyn.

Capsules 250 mg. and 125 mg.

COSA-TETRACYN
glucosamine-potentiated tetracycline

Pfizer Laboratories
zer) Division, Chas. Pfizer & Co., Inc.

Brooklyn 6, N. Y.

The most widely used

broad-spectrum antibiotic

now potentiated with

glucosamine, the

enhancing agent of choice
"Trademark
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concluded from page 96

The meeting adjourned at 9:15 p.m., and was
followed bv a panel discussion on matters of mu-
tual interest to the doctors and our hosts, the

Spatula Club members.

* * *

A regular business meeting of the Pawtucket

Medical Association was held at the Lindsey Tav-

ern. November 21, 1957. Doctors Hanna. Chudolij,

Horan. Gammell, R. T. Stevens, Lovering, Web-
ster. Gorfine, Slomin. Cunningham, Doll. E. Fos-

ter, Sprague, Rohr, Lappin, A. Gaudet, R. Hayes,

S. Simon, Bruno. Pauli, Riemer, Jeremiah, Hecker,

Billings, Jones, S. Simon, Damarjian, Forgiel,

F. Hanley, Kelly. H. Hanley, R. Fussier, Mulvany,
Fortin. Tetreault and Stapans were present.

The minutes of the previous meeting were read

and accepted.

A letter on Mental Health was read. Motion by

Dr. Sprague that letter he filed was seconded by

Dr. Kelly, and approved.

The formal meeting adjourned at 8:45 p.m. and

was turned over to the program chairman, Dr. R.

Hayes, who introduced Mr. Edward Brown, secre-

tary-treasurer since 1951 of A.F.L., I.A. of Ma-
chinists, who discussed:

1. The high cost of medical care. Doctors have

aligned themselvs with reactionary and anti-

social forces, especially in fighting socialized

medicine.

2. Largest item in medical care is hospitalization

(increase in hospital care in 15 years 276% )

while increase in doctors’ charges was half

that.

8. Labor should have prepaid medical insurance,

especially to take care of catastrophic illness.

4. Association of Medical Associates warn
Chamber of Commerce is “unholy”—to fight

hugaboo of socialized medicine.

5. Doctor is not to blame for high cost—his

charges are not too high but his charges should

be paid in advance, preferably by payroll de-

duction.

6. W e should make more use of Curative Center

because work compensation rates in Rhode
Island are “way out of line.”

Discussion :

1. Cost of hospital labor is main reason for in-

crease in hospital cost.

2. Workmen’s Compensation rates are high be-

cause there is possible high percentage of

malingering.

A general discussion of the complaints of labor

vs. medicine followed for half an hour. However,
except for statement by Mr. Brown that doctors in

this area don’t charge too much, there were no
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definite conclusions.

sfc sK ^

The Pawtucket Medical Association held a din-

ner-business meeting on December 19. 1957, at the

Lindsey Tavern. The following members were in

attendance: Doctors Baron, Benjamin, Bleyer,

Boucher, Bruno, Chapian, Cunningham, Doll.

Forgiel, Fortin. Gammell, A. Gaudet, E. Gaudet,

Giorgio, Gordon, Gorfine, F. Hanley, Hanna.
Hecker. Hogan, A. Jaworski, R. Jaworski, Jere-

miah. Kelly, Lappin, Lovering, Lussier, Moore,
Mulvany, Napoli, Pauli. Rosin, Ruggles, Schiff,

Senseman. T. Sheridan, Slomin. Sonkin, Sprague,

Stapans, R. T. Stevens, Vezza, Webster, Zolmian.

The minutes of the previous month’s meeting

were read and accepted.

There was no old or new business, and there

were no committee reports. Dr. Daniel Liang’s

application for associate membership was intro-

duced and turned over to the Standing Committee
;

and the meeting formally adjourned and was fol-

lowed by an exchange of Christmas gifts and

awarding of door prizes under the direction of

Dr. Eugene Gaudet in behalf of the Christmas

Program Committee. Following which. Dr. Albert

Gaudet wished us Merry Christmas, Happy New
Year, and good night.

Respectfully submitted,

David W. Ruggles, m.d., Secretary

KENT COUNTY MEDICAL SOCIETY
The annual meeting of the Kent County Medical

Society was held at the Varnum Armory on De-

cember 11, 1957.

The following slate of officers was elected

:

President Paul Haltenbk.rgkr, m.d.

Vice President Paul E. Barber, m.d.

Secretary Richard R. Dyer, m.d.

Treasurer John Mack, m.d.

The committees elected are as follows:

Delegates to the R. I. Medical Society:

1. Russell P. Hager, m.d.

2. Peter Erinakes, m.d.

3. Edmund T. Hackman, m.d.

Councillor

:

1. Arthur E. Hardy, m.d.

2. Joseph C. Kent, m.d. ( alternate

)

The R. I. Medical Society’s Benevolence Fund
was discussed and it was the feeling of the Society

that an assessment of its members should be made
in accordance with such recommendations as the

State Society might make. The Society went on

record as being willing to support any decision the

House of Delegates might make on this matter.

Respectfully submitted,

Richard R. Dyer, m.d., Secretary
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NEW!
OVERHEAD EXPENSE POLICY

for

R. I. PHYSICIANS

Helps your Accident and Health
insurance to do its job properly.

The remarkably low premium
for this plan, which

PAYS YOUR
PROFESSIONAL EXPENSES

when you are disabled, is

TAX DEDUCTIBLE!
Literature and information
supplied on request by

R. A. Derosier Agency
32 Custom House Street

Providence 3, Rhode Island

GAspee 1-1391

Jtemariat Sanitarium

Located on Rt. 1

South Attleboro, Massachusetts

A modern non-profit hospital for the care and treatment of

nervous and emotional disorders as well as long term geriatric

problems.

Physical, neurological, psychiatric and psychological exam-

inations.

Modern recognized psychiatric therapies.

A pleasant homelike atmosphere in a beautiful and conveni-

ently located institution.

L. A. Senseman, M.D., F.A.P.A., Medical Director

Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A.

Oliver S. Lindberg, M.D. William H. Dunn, M.S.W.

Referred patients are seen daily (except Saturdays) 9-12 A M.,

and by appointment.

R. I. Blue Cross Benefits Tel. Southgate 1-8500

Special Rates for Long-Term Care

SIGN OF GOOD TASTE
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MEDICARE REGULATIONS

Calculation of Physicians’ Fees in Maternity Cases

The use of the following scale should he helpful

in calculations for antepartum care and consti-

tutes the standard of calculation for antepartum

care for the Dependents' Medical Care Program.

The Program became effective on 7 December 1956

and care rendered prior to that date is not an obli-

gation of the Government. Similarly, care rendered

to a patient before her sponsor became an active-

dutv member of the Uniformed Services, or that

SCALE NO. 1

for

Calculation of Maximum Allowances
for Physicians’ Fees for Antepartum Care

( whether pregnancy is terminated by delivery or
otherwise)

Months of Fregnancv

1st 2nd 3rd 9th 5th 6th 7th 6th 9th 10th

Lin 1 iii 1 i i i Ln I in 1 iii 1 iii 1 in I iii 1 iii I

care rendered after his separation from active duty,

is not an obligation of the Government.

This scale may he used in calculating any ante-

partum situation whether or not 7 December 1956.

as the beginning date of the Dependents’ Medical

Care Program, was involved. The following ex-

amples utilize an actual Schedule of Allowances in

effect in one of the states and illustrates the use of

the scale. The applicable fees from the Schedule

used were as follows

:

1st Trir.ester

1/3 1/3 1/3

g hi
KEY

a. First 6 weeks of pregnancy
b. Next 4 weeks of pregnancy

c. Next 4 weeks of pregnancy
d. Next 5 weeks of pregnancy
e. Next 4 weeks of pregnancy
f. Next 4 weeks of pregnancy

g. Next 3 weeks of pregnancy
h. Next 3 weeks of pregnancy
i. Next 3 weeks of pregnancy

Z> Code 4824, First trimester

G Code 4824. First trimester

*4 Code 4824, First trimester

G Code 4825. Second trimester

G Code 4825, Second trimester

G Code 4825, Second trimester

G Code 4826. Third trimester

G Code 4826, Third trimester

G Code 4826. Third trimester

Code 4823 Antepartum care $70.00
Code 4824 (25% of Code 4823) 17.50

Code 4825 (25% of Code 4823) 17.50

Code 4826 (50% of Code 4823) 35.00

Code 4827 Delivery and Postpartum 90.00

In calculating the fractional parts of trimesters,

all amounts were rounded off to the nearest S0.50.

This is permissible in the interest of administrative

economy and may he used by all contractors. The
following values for the kev periods on the scale

were used in the examples

:

Full Trimester
a. First 6 weeks of pregnancy $ 9.00 \

b. Next 4 weeks of pregnancy 4.50 V $17.50
c. Next 4 weeks of pregnancy 4.50 '

d. Next 5 weeks of pregnancy 6.00 -)

e. Next 4 weeks of pregnancy 6.00 \ 17.50

f. Next 4 weeks of pregnancy

g. Next 3 weeks of pregnancy 12.00
)

h. Next 3 weeks of pregnancy 12.00 } 35.00
i. Next 3 weeks of pregnancy 12.00 1

hxample Xo. 1 : If physician began antepartum
care under Dependents’ Medical Care Program on
7 December 1956 and rendered postpartum care

following a normal term delivery on 1 March 1957.

he would be entitled to the following fee:
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Code 4827 Delivery and postpartum

Code 4826 Third trimester
l
/i Code 4825 Second trimester (or “f" on scale)

Total

Example Xo. 2: If physician began antepartum

care on 10 February 1957 and rendered postpartum

care after a normal term delivery on 1 March 1957,

he would be entitled to the following fee :

Code 4827 Delivery and postpartum $ 90.00

y3 Code 4826 Third trimester (or “i” on scale) 12.00

Total $102.00

$90.00

35.00

6.00

$131.00

Example No. 3 : Patient was first seen by

physician in 9th week of pregnancy, received con-

tinuous antepartum care by same physician until

her 31st week of pregnancy at which time she left

locality with her husband who had an official trans-

fer. The physician would he entitled to the follow-

ing fee

:

% Code 4826

Code 4825

(4 Code 4824

Third trimester (“g” and “h” on scale)

Second trimester ( “d”, “e” and “f” on scale)

First trimester (“b” and “c” on scale)

$24.00

17.50

9.00

Total $50.50

Other clarifying statements on calculation of

physician’s maximum allowances for maternity

care

:

a. A physician rendering normal antepartum

care may be considered to have rendered full care

for the fractional period concerned if he sees the

patient even one time in this period. ( This refers to

key periods “a.” “b,” “c,” etc. on scale.) A- physi-

cian, in rendering “normal” antepartum care ac-

cording to his customary practice, may see a pa-

tient two or more times in any one fractional pe-

riod ; again he may not see the patient at all during

a fractional period. If the physician considers that

he has rendered normal antepartum care during

any trimester or any fractional period of a trimes-

ter, his statement will he unquestioned unless gross

information to the contrary is brought to the atten-

tion of the fiscal agent.

b. The week of pregnancy will be determined by

recognized professional methods. Unless a gross

error is recognized, the physician’s determination

of week of pregnancy will not he questioned.

c. A physician rendering antepartum care begin-

ning anytime within the first eight weeks of preg-

nancy and continuing with the patient through de-

livery and postpartum care, is entitled to full ma-

ternity care (Code 4821 ) if he does not submit his

statement until postpartum care is completed. If

the physician submits statements for trimester pay-

ments. as is his privilege to do so, he must calculate

the amounts due in accordance with the scale using

recognized professional methods in computing the

weeks of pregnancy concerned.

d. If pregnancy terminates in abortion or mis-

carriage, the physician is entitled to the fee pre-

scribed under Codes 4850. 4851, 4855 or 4860 (all

dealing with miscarriage or abortion), whichever

is applicable plus fee for whatever antepartum care

he has rendered in accordance with the above scale.

e. If pregnancy terminates in premature deliv-

ery. the physician is entitled to full fee ( Code 4821

)

if he has rendered continuous antepartum care be-

ginning in the first eight weeks of pregnancy and,

of course, if he renders care through delivery and

the postpartum period provided he has not already

submitted statements for trimester antepartum

care. If physician has not rendered full antepartum

care, the allowance for antepartum care is calcu-

lated as per example for term delivery. In other

words, the nine weeks immediately preceding de-

livery (even if premature) will be considered as

the third trimester for calculation purposes. A pre-

mature delivery for purposes of this subparagraph

will be that determined by recognized professional

methods and will not be confused with abortions

or miscarriages which are covered elsewhere. The
physician’s diagnosis of premature delivery will not

be questioned unless a statement made on his state-

ment of services is obviously grossly in error.

f. If pregnancy terminates in any type of Cesa-

rean section and the patient is referred to another

physician for this operation, the referring physician

is entitled to fee for any antepartum care he may
have rendered and to the fee for postpartum care

if he renders this service.

g. Pending contract renewals, the fees for Cesa-

rean Sections are considered to be inclusive of ante

and postpartum care. New contracts will be nego-

tiated for fees for Cesarean sections and these fees

will exclude antepartum and postpartum care. If

the physician doing the Cesarean section has pre-

viously received fees for antepartum care, either

from the patient (prior to eligibility under the Pro-

gram ) or the Government, he should deduct the

amount received from his statement. If. however,

he has not rendered antepartum care, he should

render his statement to the fiscal agent with a spe-

cial report justifying the charge he considers rea-
concluded on page 106
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Nursing Homes Need Accrediting

Doctor Kenneth B. Babcock, director of the

Joint Commission on Accreditation of Hospitals,

writing in the Journal of the American Hos-
pital Association last month, maintained that the

need for accrediting of nursing homes and other

institutions providing care for chronically ill pa-

tients is so acute that unless a voluntary program
is established, the government will have to fill the

void. While expressing the opinion that the Joint

Commission might not he the vehicle which should

do the accrediting. Doctor Babcock pointed out that

“The idea of better quality health care in our com-
munities through surveying of every facet of care

whether it be domiciliary or actual clinical medical

care, is an important one.’’

"Are You Fit to Drive?”

The American Medical Association is distribut-

ing through physicians’ offices a new pamphlet.

Are You Fit To Drive

?

which was prepared by the

A.M.A. Committee on Medical Aspects of Auto-

mobile Injuries and Deaths, in cooperation with the

Center for Safety Education. Xew York Univer-

sity. Maintaining the doctors can help answer the

question of driving fitness, the pamphlet urges

drivers to ask their doctors when they are in doubt

about their fitness to get behind the wheel of an

auto. Some of the things that make a driver danger-

ous are cited as follows :

-—Emotional upsets. Unless a person can keep his

mind on the wheel and not on his worries, he should

not take the wheel.

—The driver's attitude. Some drivers feel the

other fellow is always wrong. Some are aggressive

and intolerant when they get into a car. They need

to be mature.

—Sleepiness. A sleepy driver is as much a hazard

a> a drinking one. Dozing is not restricted to night

driving. When making long trips, a person should

rest every two hours, drinking coffee or cola to stay

alert. He should not take any medicine that makes
him drowsy.

Medicines. Antihistamines, cold tablets, seda-

tives. tranquilizers, and some other drugs may dull

reflexes or impair coordination. Stimulants may
make a person nervous. The doctor should be con-

sulted about the side effects of any drugs.

—Faulty vision. A driver needs regular eve ex-

aminations
;

if he notices any change in his eyes

between examinations, he should see his eye doctor

immediately. To reduce eye strain, he should wear

properly fitted sunglasses, but not after dark. To
avoid tiring the eyes, excessive night driving

should be avoided if possible. Hay fever or the

common cold can blur the vision dangerously.

—Certain nerve and heart disorders. Some may
cause convulsions and others may result in occa-

sional loss of consciousness. The doctor is the best

judge of whether a patient with these disorders

should drive.

—Diabetes. Insulin reactions may cause diffi-

culties. but diabetic patients who follow their doc-

tor’s advice can be safe drivers.

—Old age. After 65. reflexes and coordination

tend to be a little slower, people tire more easily,

resistance to glare is lessened, and the ability to

see at night is declining. Older drivers should

schedule their trips at non-rush hours and should

not spend long periods at the wheel.

—And. of course, drinking.

When Cults Are Given Recognition

"Texas Crackdown” is what Time magazine

called the campaign of the Texas Board of Medical

Examiners to rid the state of naturopaths and

other cultists who have been fleecing the public of

millions. In one week. 61 naturopaths in 29 coun-

ties were arrested on criminal charges of unlaw-

fully practicing medicine. A number face graver

felony charges because they were found to be using

narcotics and barbiturates. Nature healers have in-

creased tremendously in Texas since 1949 when the

legislature adopted easy-to-meet licensing require-

ments. The legislation has now been declared un-

constitutional because of its vague description of

the healing arts. This is a good example of what

happens when cults are given legal recognition.
continued on page 104
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Achrostatin V combines Achromycin! V . .

.

the new rapid-acting oral form of

Achromycin! Tetracycline . . . noted for its

outstanding effectiveness against more than

50 different infections . . . and Nystatin . . . the

antifungal specific. Achrostatin V provides

particularly effective therapy for those

patients who are prone to monilial overgrowth

during a protracted course

of antibiotic treatment.

supplied:

Achrostatin V Capsules
contain 250 mg. tetracycline

HC1 equivalent (phosphate-

buffered) and 250,000
units Nystatin,

dosage:

Basic oral dosage (6-7 mg.

per lb. body weight per day)

in the average adult is

4 capsules of Achrostatin V
per day, equivalent to

1 Gm. of Achromycin V.

*Trademark

tReg. U. S. Pat. Off.
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Medical Costs and Inflation

The U. S. Department of Labor, through its

Monthly Labor Review, recently reported that

the costs of medical care at the end of 1956 were

85 r
\ higher than 20 years earlier, with about two

thirds of the rise occurring in the past ten rears.

When price changes for the more important in-

dividual services are compared, as noted below,

professional medical service fees are at the bottom

of the list

:

% Increase

1936-56

Hospital room rates. 264.8

Men’s haircuts 220.9

Shoe repairs 135.0

Movie admissions 113.9

Public transportation 1 12.9

Laundry service 107.8

Automobile repairs 84.2

Dentists’ fees 82.1

General practitioners* fees 72.8

Surgeons’ fees 59.5

How Big Is the Bar

?

\\ riting under this title. Arthur J. Levy, a past

president of the Rhode Island Bar Association,

noted in the January issue of that organization’s

Journal that the total number of lawyers in the

country is estimated at 241.514. of whom 973 are

listed in Rhode Island. There are thirteen states

with fewer lawyers than here, with Nevada, in

spite of the notoriety of Reno, the bottom on the

list with 350. As for percentage of membership in

the American Bar Association. Rhode Island

stands well with 531 members or 54.6% as com-

pared with a national average of 36.9%.

New Policy on Alass Chest X rays

The USPHS. as a result of a study made by a

special committee of medical and health leaders, is

changing its policy regarding mass chest X-ray

campaigns for the detection of tuberculosis. The

L SPHS now recommends that the use of X rays he

limited to special high risk groups such as persons

confined to hospitals, certain classes of workers,

and those known to have been exposed to the dis-

ease. For the mass of the population, the L’SPHS
savs that tuberculin skin testing should he used

first, followed bv the chest X rays for those having

a positive reaction. The service cited the problem

of low-level radiation exposure from X rays and

the changing nature of the tuberculosis picture in

announcing this new policy.

Record Growth in Population

The Metropolitan Life Insurance Company
notes in a recent issue of its Statistical Bul-
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lktin that both the United States and Canada
scored record population gains in 1957. In the

United States the increase exceeded three million

for the second year in a row, raising the total pop-
ulation, including the Armed Forces overseas, to

172.830.000 at the end of the year.

In the almost eight years since the 1950 census,

21.7 million people have been added to the pop-
ulation, an increase of 1.7% annually. The Rhode
Island population is reported for January 1, 1958,

as 860,000, against an April 1, 1950 figure of

792,000, a gain of 1.4%.

Canada has been experiencing a much higher rate

of growth than the United States, the population
having increased almost 2,900,000 since June 1951,

bringing the present total up to 16,900,000.

The babies born in the United States in 1957
were off to a good start in life, for infant mortality

remained close to the all-time low level established

the year before. There were about 26.3 infant

deaths for every 1.000 live births, compared with

26.1 in 1956.

The general mortality in the United States in-

creased moderately during 1957, for the third suc-

cessive year. The death rate for the total population

was 9.6 per 1,000, compared with 9.4 in 1956 and
with the record low of 9.2 in 1954. Deaths rose by
65.000 in 1957 to a new high of about 1,630,000.

Medicare Policy on Acute Mental Cases

The office for Dependents’ Medical Care restates

in a policy declaration that the government will pay
civilian physicians and civilian hospitals for up to

twenty-one days of hospitalization for treatment of

acute mental and nervous disorders. An acute case

is defined as constituting “an emergency requiring

hospitalization for the life, health or well-being of

the patient regardless of psychiatric diagnosis.”

ODMC says extensions beyond twenty-one days
for short periods may be considered when ( 1 ) there

is necessity for more time for the sponsor to assume
responsibility, (2 ) retention in the hospital for two
or three weeks will result in cure or remission per-

mitting the patient to return home, or (3) under-
lying diagnosis for determining length of care can’t

be made in twenty-one days.

It’s a One-Way Street

Every argument that has ever been used to sup-
port social security can be used with equal validity

to support socialized medicine by changing a few
words. If you ask for the one, prepare to get both.

It is planned that way.

Hospital Association Stand on Forand Bill

1 he Board of Trustees of the American Hospital

Association has gone on record that it believes the

so-called Forand Bill (to provide hospital and
surgical care for persons over sixty-five who are

beneficiaries of the Old Age and Survivors Sys-
concluded on next page
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tern), is not a suitable solution to the problem of

financing the hospital needs of the aged.

In explanation of its objections to the legisla-

tion. the Association maintained:

( 1 I “Eligibility of aged beneficiaries is based on

attainment of prescribed ages without regard to

their employment status and thus invites a progres-

sive reduction of these age levels with the ultimate

possibility of a total program of government-

financed hospital care.

(2) “The bill makes possible the provision of

care for other than health reasons.

(3) “The bill provides inadequate safeguards

against governmental interference with the actual

operation of hospitals. Such interference would

most likelv hamper evolution of patterns of hospital

service to the detriment of patient care."

National Survey of Dentistry Scheduled

The American Council on Education will under-

take this spring a broad survey of dentistry in the

United States, to assess the achievements, re-

sources, and potentialities of the profession, to

determine desirable areas of future development,

and to recommend methods for the better provision

of an essential service to the American people. The
impartial and critical study will center on four

areas : dental education, dental research, dental

practice, and dental health. The $400,000 needed to

finance the study will come from the American

Dental Association, the Kellogg Foundation,

Rockefeller Brothers Fund, and the Louis \\ . and

Maud Hill Family Foundation.

Life in the City Grows Healthier

In 1901, the typical New Yorker could expect to

live seven years less than the average American.

Today New Yorkers have practically the same life

expectancy as the rest of the population. So re-

ported the Health Information Foundation re-

cently. In evaluating improvements in urban

health, the Foundation said, “It is important to

give due credit in the cities to a much greater avail-

ability of physicians, hospitals, and other diagnostic

and treatment resources. . .
.”

Income Tax Guide for Physicians

The Law Department of the American Medical

Association has prepared a booklet titled Federal
Income Tax Guide for Physicians which is

>cheduled for publication in the Journal of the

A.M.A. also. Copy of the guide is available at the

Medical Library for reference use by members of

the Society, and a copy has been distributed to the

secretary of each of the district societies.

Chest Physicians Create Resident Loan Fund
The American College of Chest Physicians has

established a Resident Loan Fund to stimulate

RHODE ISLAND MEDICAL JOURNAL
interest in postgraduate study of chest diseases,

and to assist worthy postgraduate students in con-

tinuation of such studies. Any student who has com-
pleted an internship of one year or more may apply

for a loan. Applications should be directed to the

College at its Chicago office.

MEDICARE REGULATIONS
concluded from page 101

sonable. This report will be submitted to the fiscal

agent who, in turn, will obtain advice of the medi-

cal society and forward to the Office for Depend-
ents’ Medical Care for adjudication.

h. If a maternity patient should have to consult

a physician in a locality away from that of her at-

tending physician or clinic, the physician consulted

is entitled to fee for a home or office visit under
Code 0010 or 001 1, whichever is applicable. (This

has reference to his being consulted on a condition

connected with the pregnancy and does not include

any condition which is foreign to the pregnancy for

which the Government or the patient may be re-

sponsible in accordance with the provisions of the

Program.

)

i. If a patient finds it necessary to change physi-

cians because of change of station or for other

reasons, each physician rendering antepartum care

is entitled to fee in accordance with the above scale

for the antepartum care rendered by him.

j. Physicians may add to their statements (DA
Form 1863) those drug items which have been

directly or indirectly furnished to the maternity

patient. (Direct furnishing of drugs is: supplying

drugs bv the physician’s office to the patient ; in-

direct furnishing is : the physician writes a prescrip-

tion to the patient hut has the pharmacy hill him
(the physician) for the drugs dispensed.)

k. After 1 February 1958, the contents of this

paragraph are not applicable to routine urinalyses

performed in the physician’s office. A physician

may also add to his statements the cost of labora-

tory work performed for maternity patients in his ,

office or for work performed in a laboratory for

which the physician has paid. If the laboratory is

operated by a physician, the laboratory physician

may submit a statement for service rendered in-

dicating that he has rendered the service at the

recpiest of the attending physician.

Paul I. Robinson
Major General

,
MC

Executive Director

Office for Dependents’ Medical Care

PATRONIZE JOURNAL ADVERTISERS
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Therapeutic Nutrition in Chronic Disease

hfipMi
and Protein Nutrition

in Vascular Disease

\Vhether the eventual solution of the problem of

atherogenesis will come out of the field of dietetics, bio-

physics, or pharmacology, one fact remains undeniable:

Adequate protein nutrition is considered of impor-

tance for the age group most commonly affected by

disease of the vascular system, so that the demands of

good nutritional health might be met.

Meat is outstanding among protein foods. It supplies

all the essential amino acids, and closely approaches the

quantitative proportions needed for biosynthesis of

human tissue.

In addition, it is an excellent source of B vitamins,

including B,
;
and Bi 2 ,

as well as iron, phosphorus, potas-

sium, and magnesium.

When curtailment of fat intake is deemed indicated,

meat need not always be denied the patient. Visible fat

obviously should not be eaten. But the contained per-

centage of invisible (interstitial) fat is well within the

limits of reasonable fat allowance.

The nutritional statements made in this advertisement

have been reviewed by the Council on Foods and Nutri-

tion of the American Medical Association and found

consistent with current authoritative medical opinion.

American Meat Institute
Main Office, Chicago...Members Throughout the United States
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AN OPINION STUDY OF PREPAID MEDICAL CARE

COVERAGE IN MICHIGAN

1
x September the Michigan State Medical So-

ciety. at its House of Delegates meeting, re-

ceived a voluminous report resulting from a survey

it had ordered in April “to determine the attitude

of the consumer public generally regarding services

which should he offered, as well as the economic

potential to pav for such services." to answer spe-

cifically these questions:

( 1 ) W hat medical services do people want cov-

ered by medical prepayment plans, and what

do they feel is the order of priority for these

services ?

(2)

How much will people be willing to budget

for these services, and which of the services

are they most willing to pay for?

(3)

What do doctors want from any prepaid

medical or health insurance plan ?

(4)

W hat data is available from other surveys

conducted throughout the United States re-

cently on the same questions ?

The survey, operated on a fast moving schedule,

was augmented by an extensive publicity campaign
via radio, television and press. A thousand per-

sonal interviews were conducted by Market-

Opinion Research Company of Detroit, on a state-

wide basis. The Michigan Health Council con-

ducted a Survey of Consumer Opinion on Medical

Care Protection by a mail questionnaire to 40.162

persons, and the return was 4.702. or 11.9%. The
Michigan State Medical Society mailed 6,340 ques-

tionnaires to its members, and had a return of

29.7%. all of which were tabulated separately from

those returned by the general public to prevent bias

in the survey.

The wealth of material collated by the Survey
calls for much reflection and close study of data

compiled. Major conclusions are summarized from
the report as follows:

The present value of this study is that it sup-

plies a true reflection of the desires and attitudes

of both the purveyors and consumers of medical

care in Michigan which cannot be fairly ques-

tioned or distorted and upon which decisions

affecting the lives of millions of persons can be

reliably based.

* * *

Those persons not covered by Blue Shield remain

unprotected in the main, according to their replies,

because they “can’t afford it.’’

Xo attempt was made to go behind this answer.

* * *

People like it. but some people don't like to pay

for it.

* *

The doctors like Blue Shield too. even though

they feel that its service can and should be im-

proved. They are more skeptical of the favorable

attitude held by the people than the facts warrant.

* * *

The doctors have thousands of ideas for im-

proving their corporation’s service. Thev are not

hesitant about expressing these ideas to their So-

ciety or their corporation and seem perfectly will-

ing to be identified with the thought they express,

be it critical or complimentary.

The doctors are not adverse in their attitude

generally toward health insurance being sold by

insurance companies. In fact. many, although a

small minority of the total number, believe that the

medical profession should “get out of the health

insurance business altogether.”

But thev don’t like plans which propose closed

panel service at all.

The doctors’ chief gripe at Blue Shield is “in-

equities” in the schedule of payments they receive

for services.

They say the fee schedule hasn’t kept pace with

the changing science of medicine, nor the rising

cost of living. They think most of the people who
have an unfavorable attitude toward Blue Shield

have such because the people don’t understand what

benefits they are entitled to and have an exag-

gerated concept of the amount of money they pay

for protection.

This judgment of the people’s lack of knowledge

and understandings is borne out by the facts.

There is evidence of sufficient dissatisfactions

with various and sundry aspects of Blue Shield to

warrant investigation of changes which might im-

prove it. both from the standpoint of rates and

benefits as well as from payments to doctors. This

is not to say that, on the evidence, such a change

should be drastic.

* * =t=
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The changes most often requested by respectable

numbers of returns from doctors point to in-

equities which, though they may have existed be-

fore Blue Shield, are nonetheless accentuated, in

the minds of the doctors, by Blue Shield. Special-

ties, hardly in existence when Blue Shield was born,

now have standards and skills demanding consid-

eration of increased payments on the basis of every

criterion save tradition.

The public seems to understand and recognize

the value of the more widely publicized medical-

surgical procedures such as Surgery and X-ray

and want to be protected against their cost so they

can have these services wherever and whenever

needed. Illustration of this fact is the almost unani-

mous demand (96%) for protection against Surgi-

cal expense. Of the services not presently covered

by Blue Shield, the highest number of people

wanted X-rav in the doctor’s office or the hospital

out-patient department.

* * =t=

Great numbers of people are almost shockingly

unfamiliar with the provisions of their Blue Shield

contract or their insurance policy. Insofar as rates

are concerned they almost always think they are

paying more than they are. They think they are

paying an average of 100% more than they actually

do ! Reasons advanced for this common misconcep-

tion is that the Blue Cross (Hospital
)
premium is

often confused with the Blue Shield (Medical)

premium since they are sold in the same package

and only one total payment per month is made.

Nonetheless, the wide divergence from reality of

the cost or rates of Blue Shield is a fact and (see

above) a major cause for unfavorable opinion.

Since the overwhelming proportion of Blue Shield

protection is purchased through the place of em-

ployment it is quite possible that the subscriber

merely accepts what is offered and doesn’t find out

what’s in the policy. This may account for mis-

conceptions about coverage which plague the doc-

tors and makes them believe that the subscriber does

not understand bis contract. Almost fifty per cent

of the doctors think that doctors, generally, don’t

understand the coverage offered, either.

* * *

Broadly speaking, the public wants most the

benefits which it now has in the Blue Shield con-

tract. But the people think they have more benefits

in their contracts than are actually there. They
want benefits they don’t now have in about the same
proportion and preferential sequence as the ones

they mistakenly thought they had.

sjs * *

Most of the doctors believe that some benefits

not presently included in the Blue Shield contract

should he. Certain generalists and internists are in

concluded on next page
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accord that some benefits which they would service

should be included. Comparing the payments for

their services now included in the contracts with

those received by the surgeon and certain other

specialties, they feel they are underpaid.

Most doctors agreed that if outpatient diagnostic

benefits were to he added to the Blue Shield con-

tract. such benefits should not he limited only to

treatment in a hospital outpatient department, hut

should he qualified if the treatment were in the

doctor's office or certified laboratories too.

% sjc ifc

The people are willing to pay more than they are

now paving for prepaid medical care coverage.

That statement is generally true hut it is qualified

with two provisions.

The first qualification is that they will pay more
than they are now paying if they get all the benefits

ther ask for, and it is quite obvious that they are

willing to pav more than these services now would

cost (at the prevailing $5,000 income limit fee

schedule )

.

The other provision is that the income limit he

raised to include a far larger majority of the people

than is included under the $5,000 income limit.

The evidence is that the people are willing to pay

much more than they are now paying for the addi-

tion of relatively few and not too costly additional

services.

This may he an index of prosperity or it may he

conditioned by the fact that they now think they

are paying more than they actually are.

* * *

A deductible feature is popular with a large

number of people—almost a majority when it is

predicated upon a lowering of monthly premium
costs. The survey also showed that twice as many
people wanted major and minor costs covered as

wanted major costs only. The value of this latter

conclusion (taken from the Consumer Opinion

Survey) in determining public opinion is dimmed
by the demonstrated lack of unanimity on the mean-
ing of the terms as well as a lack of knowledge of

the various benefits.
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THE KIDDLE OE STUTTERING by C. S.

Bluemel, M.D. The Interstate Publishing Co.,

Danville, Illinois, 1957. $3.50; $1.50

The causes and treatment of stuttering (a term

used to indicate pathological speech in this country)

are presented from a psychobiologic viewpoint.

The concept that normal speech skills and patho-

logic speech patterns are affected favorably or

adversely by biologic and/or environmental stresses

|

appears to have validity, and is in keeping with the

modern philosophy regarding emotional problems

in general. However, the author recognizes that at

present the evidence is insufficient to suggest that

all communication problems are primarily psycho-

[

genic in origin.

The development of normal and abnormal speech

patterns is correlated with the constitutional

;
strengths and weaknesses of the individual to form

!
a basic treatment program. Poorly organized in-

! dividuals are not only prone to speech problems,

hut also to accident proneness, psychosomatic com-

|

plaints, and to a variety of neuro-psychiatric dis-

orders.

Treatment combines psychologic methodology

with sensorv training. A variety of technical meth-

ods are outlined to help the affected individual

conquer his problem.

The author recognizes that the causes and effects

of the stuttering must he clarified further before an

!
effective methodology can he expected. The stut-

1 terer is a complex individual with a multiplicity of

problems based on inner tensions. These are overtly

mainly reflected as a particular type of speech dis-

! order. Whether or not psychiatric techniques alone

|

can cure all causes of stuttering is yet to he proven,

but certainly there can he no disagreement that a

sound program to alleviate these speech disorders

must include psychotherapy.

Eric Denhoff, m.o.

1 TEAR: CONTAGION AND CONQUEST by

James Clark Moloney, M.D. Philosophical Li-

brary, Inc., N.Y., 1957. $3.75

This small volume is unique in its approach to

the problem of fear and its conquest. It opens with

|

a good chapter on tension, then proceeds to develop

the thesis that a well-relaxed, mature and emotion-

ally stable mother can instill in the child during the

first five years the seeds of good mental health with

freedom from fear. The author then develops the

thesis that fear is contagious and the result of ten-

sions and fears expressed and acted out by the

mother and those present in the environment. The
author uses certain cultures to prove these points.

I was particularly interested in the study of the

Okinawans and the explanation for the low in-

stance of mental illness in that area. If this he so,

I think a new look by the pediatricians and obstetri-

cians at breast feeding of the infant would seem

significant if we are to reduce effectively the ten-

sions and fears that develop later in life. Further

studies would seem indicated in this thought-

provoking study of the Okinawans.

This small volume should he of interest to all

psychiatrists who are in the general practice of

psychiatry where most fear and tensions are seen.

Laurence A. Senseman, m.d.

TIIE DOCTOR AS A WITNESS by John
Evarts Tracy. W. P>. Saunders Co., Phil., 1957.

$4.25

Professor Tracy has written this small work in

a conversational style that renders reading easy and

pleasant. It is not a textbook on law hut is, as the

author states, “purely informational.’’ There are

short chapters on Expert Testimony, Direct and

Cross Examination, Preparation for Trial, Com-
pensation of the Doctor-Witness, etc., all contain-

ing information which a practicing physician is

sure to find valuable at some time or other during

his professional career. Chapter X, titled I Chat

Makes A Good Medical Witness, can he recom-

mended especially to the physician making his first

appearance in court.

Thoughtful reading of this brief volume will

provide basic information that should he possessed

by anyone engaged in the healing arts.

William IT. Foley, m.o.

CHECK THE DATES . . MAY 13 and IT

Annual Meeting

of the

Rhode Island Medical Society
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intranasal synergism

Biosvnephrine
m | TRADEMA

tmu.
I 15 cc. 0

CofttCtuiA:

DECONGESTIVE

Neo-Synephrine® HCl 0.5%

ANTI-INFLAMMATORY

Hijdrocortisone 0.02%

Convenient plastic,

unbreakable squeeze bottle.

Leakproof
, delivers

a fine mist.

ANTI-ALLERGIC

Thenfadil® HCl 0.05%

ANTIBACTERIAL

Neomycin (sulfate)

1 mg./cc.

(equivalent to

0.6 mg. neomycin
base/cc.)

Polymyxin B
(as sulfate)

3000 u/cc.

LABORATORIES
NEW YORK 18. N. Y.

POTENTIATED ACTION for

better clinical results

I/O

COLDS
SINUSITIS

Neo-Synephrine (brand of
phenylephrine) and Thenfadil
(brand of thenyldiomine),
trademarks reg. U.S. Pat. Off.
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To prevent emotional upsets in cardiovascular conditions

‘Compazine’, by controlling anxiety and

tension, can prevent the emotional upsets

that so often play an exacerbating role

in cardiovascular conditions.

And, ‘Compazine’ can be depended upon

to have little, if any, hypotensive effect.

Compazine

the tratiqnilizing agent remarkable

for its freedom from drowsiness and

depressing effect

Available: Tablets, Ampuls, Multiple dose

vials, Spansule" sustained release capsules,

Syrup and Suppositories.

Smith Kline & French Laboratories, Philadelpl

T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K..F.
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Lifts the burden of pain

DARVON*
The non-narcotic analgesic with the potency of codeine

Also: DARVON COMPOUND!

*DARVON (Dextro Propoxyphene Hydrochloride, Lilly)

fDARVON COM POU N D (Dextro Propoxyphene and Acetylsalicylic Acid Compound, Lilly)

ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A.
820261



SPECIFICALLY
for petit mal

and psychomotor
METHSUXIMIOC*

0.3 GRAM
Caution—

F

ederal law
prohibit* dispensing
without prescription.

ntll.jlph»njl»oc(lcla,lC»

TIHIK
Slock 15-525-4

CEIjONTIN KAPSEALS'
(methsuximide, Parke-Davis)



Clinical experience 1 -
2

’3 indicates that CELONTIN:

provides effective control with minimal side effects in the treatment of

petit mal and psychomotor epilepsy;

frequently checks seizures in patients refractory to other medications;

has not been observed to increase incidence or severity of grand mal

attacks in patients with combined petit and grand mal seizures.

Optimal dosage of CELONTIN should be determined by individual

needs of each patient. A suggested dosage schedule is one 0.3 Gm.
Kapseal daily for the first week. If required, dosage may be increased

thereafter at weekly intervals, by one Kapseal per day for three weeks,

to maximum total daily dosage of four Kapseals (1.2 Gm.).

1. Zimmerman, E T., and Burgemeister, B.: Arch. Neurol, i? Pst/chiat. 72:720, 1954.

2. Zimmerman, E T., and Burgemeister, B.: J.A.M.A. 157:1194, 1955.

3. Zimmerman, E T.: Arch. Neurol, ir Pstjchiat. 76:65, 1956.

the Parke-Davis family of anti-epileptics provides specificity

and flexibility in treatment for convulsive disorders

for grand mal and psychomotor seizures
dilantin 9 Sodium (diphenylhydantoin sodium, Parke-Davis) is supplied in a variety of

forms — including Kapseals® of 0.03 Gm. and of 0.1 Gm. in bottles of 100

and 1,000.

PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephedrine hydro-

chloride 2.5 mg.), bottles of 100.

for the petit mal triad

CELONTIN® Kapseals (methsuximide, Parke-Davis), 0.3 Gm., bottles of 100.

milontin* Kapseals (phensuximide, Parke-Davis), 0.5 Gm., bottles of 100 and 1,000.

MILONTIN Suspension, 250 mg. per 4 cc., 16-ounce bottles.

DETROIT 3 2, MICHIGAN
1*4 Si
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“Since we’ve had him on NEOHYDRIN he can walk

without dyspnea. I wouldn’t have believed it possible

a month ago.”

oral

organomercurial

diuretic

TAB LET
®

LAKESIDE

BRAND OF CHLORMERODRIN

24 3 53
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FIRST— clinically confirmed for better management
of psychotic patients

NOW— clinically confirmed as an improved

antiemetic agent

PROMPT, POTENT and LONG- LAST IN 6 ANTIEMETIC ACTIVITY

Clinical investigators * report that in clinical studies

Post-

operatively

After

Nitrogen

Mustard

Therapy

In Chronic

Nausea and

Vomiting

In Infections,

Intra-abdominal

Disease, and

Carcinomatosis

In

Neurosurgical

Diagnostic

Procedures

In

Pernicious

Vomiting of

Pregnancy

VESPRIN
showed potent antiemetic action

completely relieved nausea and vomiting in small

intravenous doses

showed a prolonged antiemetic effect

caused little or no pain at injection site

controlled chronic nausea and vomiting in

orally administered doses

produced relief in cases refractory to other antiemetics

often markedly depressed or abolished the gag reflex

terminated with singular effectiveness the hard-to-control

nausea and vomiting common to nitrogen mustard therapy

provided superior prophylaxis against the nausea and t

vomiting associated with pneumoencephalography
•Reports to the Squibb Institute for Medical Research

antlemetlc dosage : Intravenous route—

2

to 10 mg. for therapy or prophylaxis

Intramuscular route—

5

to 15 mg. for therapy or prophylaxis

Oral route—Prophylactic doses may range from 20 to 30 mg. daily

supply : Parenteral Solution— 1 cc. ampuls (20 mg./cc.)

Oral Tablets—10 mg., 25 mg., 50 mg., in bottles of 50 and 500

Squibb Squibb Quality—the Priceless Ingredient

1 TRADEMARK
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ACHROCIDIN
TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LSOERLE

A versatile, well-balanced formula offering in one tablet the

drugs often prescribed separately for treating upper respira-

tory infections.

Traditional and nonspecific nasopharyngeal symptoms
of malaise and chilly sensations are rapidly relieved, and

headache, muscular pain, and pharyngeal and nasal dis-

charges are reduced or eliminated.

Early effective therapy is provided against such bacterial

complications as sinusitis, otitis, bronchitis and pneumonitis

to which the patient may be highly vulnerable at this time.

Adult dosage for Achrocidin Tablets and new, caffeine-

free Achrocidin Syrup is two tablets or teaspoonfuls of

syrup three or four times daily. Dosage for children reduced

according to weight and age.

Available on prescription only.

TABLETS (Sugar-coated)
Each tablet contains:
Achromycin® Tetracycline 125 mg.
Phenacetin 120 mg.
Caffeine 30 mg.
Salicylamide 150 mg.
Chlorothen Citrate 25 mg.
Bottles of 24 and 100

SYRUP (Lemon-lime flavored)
Each teaspoonful (5 cc.) contains:
Achromycin® Tetracycline

equivalent to tetracycline HC1 .. 125 mg.
Phenacetin 120 mg.
Salicylamide 150 mg.
Ascorbic Acid (C) 25 mg.
Pyrilamine Maleate 15 mg.
Methylparaben 4 mg.
Propylparaben 1 mg.
Bottle of 4 oz.

checks



where there’s a cold

there’s

CORICIDIN
when it’s a simple cold

A CORICIDIN®TABLETS

when it’s an all-over cold

CORICIDIN FORTE
CAPSULES

when infection threatens the cold

CORICIDIN with PENICILLIN
TABLETS

when pain is a dominating factor

A CORICIDIN with CODEINE
(gr. V* or gr. Vi) TABLETS 0

when children catch cold

ijy CORICIDIN MEDILETS®

when cough marks the cold

CORICIDIN SYRUP*

0 Narcotic for which oral 1} is permitted

e Exempt narcotic

SCHERING CORPORATION • BLOOMFIELD, NEW JERSEY

'cet//y

CN-J-228



puts colds down

gets patients up

CORICIDIN FORTE
on Rx only CAPSULES

for “get-up-and-go”

METHAMPHETAMINE
• buoys spirits • potentiates pain relief • aids

decongestive action

for stress support VITAMIN C
• supplements illness requirements • bolsters

resistance to infection

for extra relief ANTIHISTAMINE
• higher dosage strength • optimal therapeutic

benefit • virtually no side effects

Each red and yellow Coricidin Forte
Capsule provides:

Chlor-Trimeton® Maleate . 4 mg.
(chlorprophenpyridamine maleate)

Salicylamide 0.19 Gm.
Phenacetin 0.13 Gm.
Caffeine ... 30 mg.
Ascorbic acid ... 50 mg.
Methamphetamine
hydrochloride 1.25 mg.

On Rx and cannot be refilled without
your permission

dosage

One capsule every four to six hours.

packaging

Bottles of 100 and 1000.

CORICIDIN,® brand of analgesic-antipyretic.

SCHERING CORPORATION • BLOOMFIELD, NEW JERSEY
CN-J.328
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a new era

in sulfa therapy

ONLY ONE TABLET A DAY

New authoritative studies prove that Kynex dosage can be reduced even
further than that recommended earlier.' Now, clinical evidence has established

that a single (0.5 Gm.) tablet maintains therapeutic blood levels extending
beyond 24 hours. Still more proof that Kynex stands alone in sulfa per-

formance—
• Lowest Oral Dose In Sulfa History—0.5 Gm. (1 tablet) daily in the usual

patient for maintenance of therapeutic blood levels

• Higher Solubility—effective blood concentrations within an hour or two
• Effective Antibacterial Range—exceptional effectiveness in urinary tract

infections
• Convenience—the low dose of 0.5 Gm. (1 tablet) per day offers optimum
convenience and acceptance to patients

new dosage. The recommended adult dose is 1 Gm. (2 tablets or 4 teaspoon-

fuls of syrup) the first day, followed by 0.5 Gm. ( 1 tablet or 2 teaspoonfuls of

syrup) every day thereafter, or 1 Gm. every other day for mild to moderate
infections. In severe infections where prompt, high blood levels are indicated,

the initial dose should be 2 Gm. followed by 0.5 Gm. every 24 hours. Dosage
in children, according to weight; i.e., a 40 lb. child should receive !4 of the

adult dosage. It is recommended that these dosages not be exceeded.

tablets: Each tablet contains 0.5 Gm. (IV2 grains) of sulfamethoxypyri-

dazine. Bottles of 24 and 100 tablets.

syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg.
of sulfamethoxypyridazine. Bottle of 4 fl. oz.

1. Nichols, R. L. and Finland. M.: J. Clin. Med. 49:410, 1957.

LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY. PEARL RIVER, NEW YORK
*Reg. U. S. Pat. Off.
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when you encounter

• respiratory infections

• gastrointestinal

infections

• genitourinary

infections

• miscellaneous

infections

for all

tetracycline-amenable

infections,

prescribe superior

SUMYCIN
Squibb Tetracycline Phosphate Complex

Squibb

Squibb Quality—

the Priceless Ingredient

In your patients, sumycin produces:

1. Superior initial tetracycline blood levels—faster and higher

than ever before—assuring fast transport of adequate tetra-

cycline to the site of the infection.

2. High degree of freedom from annoying or therapy-inter-

rupting side effects.

Tetracycline phosphate

Supply:
complex equiv. to

tetracycline HCl (mg.) Packaging

:

Sumycin Capsules (per Capsule) 250 Bottles of 16 and 100

Sumycin Suspension (per 5 cc.) 125 2 oz. bottles

Sumycin Pediatric Drops 100 10 cc. dropper bottles
(per cc.—20 drops)

•$UW»CiN* i;
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VMB-200
'Premarin" with Meprobamate new potency

Each tablet contains 0.4 mg. "Premarin," 200 mg. meprobamate

For undue emotional stress

in the menopause

WRITE SIMPLY...

Also available as

PMB-400 (0.4 mg. "Premarin," 400 mg. meprobamate

in each tablet).

AYERST LABORATORIES • New York 16, New York • Montreal, Canada

"Premarin®” conjugated estrogens (equine) Meprobamate licensed under U.S. Pat. No. 2,724,720

when anxiety and tension "erupts” in the G. I. tract . .

.

IN GASTRIC ULCER

m
PATH IBAMATE

Meprobamate with PATHILON® Lederle

Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control

the “emotional overlay” of gastric ulcer— without fear of barbiturate loginess, hangover or

habituation . . . U’lt/i PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity

and high effectiveness in the treatment of many G.I. disorders.

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000.

‘Trademark ® Registered Trademark for Tridihexethyl Iodide Lederle

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK
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which baby
has been deprived of

DESITIN
OINTMENT
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diaper rash
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r ' ^ samples on request

DESITIN CHEMICAL COMPANY

V 812 Branch Avenue

Providence 4, R. I.



HURT m2 BACK REAL BAP

"It happened
at work
while he
was putting
oil in

something"

"He told
Mom his
shoulder
felt like

it was on

fire"

"He couldn't
swing a bat

without
hurting"

"But Doctor
gave him
some nice
pills — and
the pain
went away
fast"

"Dad said
we’d play
ball again
tomorrow
when he
comes home

FOR PAIN

Percodan
(Salts of Dihydrohydroxycodeinone

and Homatropine, plus APC) TABLETS
ACTS FASTER...
usually within 5-15 minutes

LASTS LONGER...
usually for 6 hours or more

MORE THOROUGH RELIEF...
permits uninterrupted sleep through the night

RARELY CONSTIPATES . . .

excellent for chronic or bedridden patients

djct/n&uT'.
. . NEW

Percodan-
Demi

VERSATILE
New “demi” strength permits dosage flexibility to meet

each patient’s specific needs. Percodan-Demi provides

the Percodan formula with one-half the amount of salts

of dihydrohydroxycodeinone and homatropine.

AVERAGE ADULT DOSE: 1 tablet every 6 hours. May

be habit-forming. Available through all pharmacies.

Each Percodan* Tablet contains 4.50 mg. dihydrohydroxyco-

deinone hydrochloride, 0.38 mg. dihydrohydroxycodeinone

terephthalate, 0.38 mg. homatropine terephthalate, 224 mg.

acetylsalicylic acid, 160 mg. phenacetin, and 32 mg. caffeine.

? U/ixZe

Cndo
ENDO LABORATORIES
Richmond Hill 18, New York

AND THE PAIN
WENT AWAY FAST •U.S. Pat. 2,628,185



absorption-enhancing

agent

In the search for the ideal

antibiotic-enhancement agent,

Pfizer had three requirements

to fill: (1) the adjuvant had

to produce significantly higher

antibiotic blood levels, (2) it had

to achieve these higher blood

levels consistently from patient

to patient, (3) the adjuvant itself

had to be perfectly safe to use.

Enhancement studies involving

84 adjuvants (including

sorbitol, citric acid, sodium

hexametaphosphate, and other

organic acids and chelating

agents, as well as phosphate

complex and other analogs), and

30,000 blood level determinations

revealed glucosamine as the

enhancement agent of choice.

Not only did glucosamine

considerably increase antibiotic

blood levels, but it produced these

higher blood levels more
consistently in crossover tests.

And, importantly, glucosamine

has no adverse effect in the

human body.

Glucosamine is a normal

physiologic metabolite that

is found widely in the human
body. Glucosamine does not

irritate the gastrointestinal

tract; it is sodium free and

releases only four calories

of energy per gram. Further,

there is evidence that glucosamine

may influence favorably the

bacterial flora of the intestine.

faster

absorptii

higher

tetra-

cycline

blood

levels

new well-tolerated |COSA
GLUCOSAMINE-POTENTIATED tetracycline



-ee advantages of

cosamine-potentiated

lacycline, for

>r consideration

achieved with

physiologic advantages

of glucosamine h U

n

m°r
al

metabolite

ireater consistency
if higher tetracycline

>lood levels

*

The most widely prescribed broad-spectrum antibiotic now

potentiated with glucosamine, the enhancing agent of choice

Capsules, 250 mg., 125 mg.
Half strength (125 mg. capsule) for

long-term indications or pediatric use

Pfizer Laboratories, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y.
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• debilitated

• elderly

• diabetics

• infants, especially prematures

• those on corticoids

• those who developed moniliasis on previous
broad-spectrum therapy

• those on prolonged and/or
high antibiotic dosage

• women— especially if pregnant or diabetic

the best broad-spectrum antibiotic to use is

MYSTECLIN-V
Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) Sumycin plus Mycostatin

for practical purposes, Mysteclin-V is sodium-free

for “built-in" safety, Mysteclin-V combines:
t. Tetracycline phosphate complex (Sumycin) for superior

initial tetracycline blood levels, assuring fast transport of

adequate tetracycline to the infection site.

2 . Mycostatin—the first safe antifungal antibiotic—for its

specific antimonilial activity. Mycostatin protects

many patients (see above) who are particularly prone to monilial

complications when on broad-spectrum therapy.

MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH
Capsules (250 mg. 250,000 u.). botiles

of 16 and 100. Half-Strength Capsules
(125 mg./125,000 u.), bottles of 16

and 100. Suspension (125 mp./125.000
u.), 2 oz. bottles. Pediatric Drops (100

mg.7100,000 u.), 10 cc. dropper bottles.

Squibb

Squibb Quality—
the Priceless Ingredient

25 PATIENTS ON
TETRACYCLINE ALONE

25 PATIENTS ON
TETRACYCLINE PLUS MYCOSTATIN

Before therapy

After seven days
of therapy Before therapy

After seven days
of therapy

• • • • # # #
• • • • •

• • • • • • • • ¥ * 9 #
•

Monilial overgrowth (rectal swab) None & Scanty 0 Heavy
Childs. A. J.: British M. J. 1:660 1956.
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npHE skin may be compared to a suit, with the

difference that it cannot he shed and hung in

the closet, nor sent to the tailor for renovation, nor

can a new one he purchased.

The importance of the skin for life and welfare

is illustrated by two simple facts. A human being

cannot survive the destruction ( by fire
)
of one third

of his skin nor the varnishing of the entire body
with a substance sealing the pores, a thing which

prevents the all-important function of sweating, by

which the internal temperature of the body is regu-

lated. Oil from the oil glands lubricates the skin

and keeps it supple. When the supply of oil declines,

as in the approach to old age or in certain diseases,

the skin becomes defenseless and scales and cracks.

Teen-age hoys and girls who complain loudly of the

“unsightly” greasiness of their skin and hair should

remember this point.

The term normal is rather indefinite. Roughly,

one can indicate as normal the skin which stands

abuses which another cannot. When we come into

the world, we know nothing of our past or future.

Normalcy or abnormalcy has been bequeathed to us

generations ago by some early couple. Take com-

mon baldness, for example. The shiny, clean, hair-

less top of the head, noticeable in half the male

population, has resulted simply because those men
picked the wrong ancestors. Science has not yet

found the reason for it, and consequently there is

no remedy for it. The great amount of money spent

in establishments that “guarantee” to cure common
baldness could serve a much better purpose.

The skin of the hand may be compared to a rub-

ber glove. The surgeon’s hand, protected by an

unbroken rubber glove, can probe deadly, germ-

ridden wounds without being harmed. Theoreti-

cally, a normal hand without scratches, cuts, or
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bruises can be immersed in a culture of virulent

germs with impunity. But, if there are scratches,

cuts or bruises, the virulent germs will find their

way to the internal organs through these cuts and

nicks.

The normal hand can also endure over-cleaning

and over-scrubbing. During the period of rest new
layers are produced to replace the one scraped, as,

for example, razor-damage of the face is repaired.

But if the hand is not normal, it has less oil, and

becomes dry and cracks either congenitally or by

disease, such abuse is not tolerated. Hence it will

become red, itching, swollen, oozing, blistery . . .

the picture of dermatitis or eczema, which proceeds

through the various stages from acute, to subacute,

to chronic.

The same is true of the body-passages. The canals

of the ears only very rarely need a cleansing. Most

of the damage, which later becomes acute dermatitis

(otitis externa), popularly called a fungus infec-

tion, is due to uncalled-for removal of wax. This

starts the itching, in predisposed individuals.

Cleansing and scratching give pleasure, so the per-

son keeps on digging until serum and blood run.

Then it becomes very difficult to stop scratching.

Later the serum and blood dry up and act like tiny

spikes, starting the itching again, and so the cycle

commences anew. The case is the same for other

body-passages. There is no itching of the anus or

of the vulva in so-called uncivilized people, who

have no modern facilities in their powder rooms.

The shepherd in the mountains uses no refined

tissue paper after his bowel movements. He uses

nothing, but then, too, he has no ambitions or finan-

cial worries. Pruritus ani and vulvae is unknown

to primitive people. Generalized pruritus, especially

of the old, is often stopped by the discontinuance of

the daily bath and avoidance of soap. What is pop-

ularly known in the so-called civilized countries as

“athlete's foot” is unknown among the barefooted

peasants or soldiers of so-called uncivilized coun-

tries. Most cases of itching and blistering of the

feet are contact dermatitis from one or a combina-
continued on next page
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tion of the seventv-odd kinds of materials going

into the manufacture of a shoe. Not wearing shoes

for a few days often is the best remedy.

Care of the Hands

To return to the hands, an example of normal

versus abnormal condition is ottered by the hands

of the laborer, which are rough and thick with the

underlying structures protected and work permitted

without discomfort by the natural formation of the

calluses. His hands are perfectly healthy in spite of

the fact that he treats them as roughly as his shovel.

Another example is the professional dishwasher,

who has the hands of a baby in spite of day-long

contact with modern household cleansers which are

most efficient for pots and pans but very destructive

to an abnormal skin. Machine oil. soda water,

electroplating fluids and textile dyes are also very

hard on the hands.

Normality or immunity, or hardening however,

should not be abused. Excesses of all kinds are pun-

ished in the end. Example : the man who boasts that

he is immune to poison ivy and can pick it with hare

hands and even chew the leaves, may one day find

himself covered with the most severe dermatitis

from this same poison ivy. Most likely because

nature, tired of his boasts and his body, tired of

producing immunity, left him without defense.

The obvious advice is then : do not abuse your

skin and go easy on handling potentially harmful

chemicals. Sometimes a person can manage to

harden his skin, but it is generally difficult to do so.

If a person has abnormal hands, he should pro-

tect them with gloves. Drv cotton gloves should be

used for dry work in order to lessen the necessity

of scrubbing afterwards. For wet work, cotton

gloves should be put on first and over them, rubber

gloves. Rubber is itself a sensitizer, as it prevents

evaporation, and so sweat accumulates under the

rubber, thus turning defense into offense.

There is good reason for smearing greasy sub-

stances on the hands for protective purposes since

the dirt mixes with them and since more of the

same material can be used to wipe oft the accumu-

lated dirt and smeared grease.

Do not try to make honorable working hands look

like those of the person of leisure or like those of

professional men by scrubbing and scrubbing. Re-

serve soap for those parts for which it is mostly

indicated, viz. the fingertips while handling food.

Sun Exposure

The pigment or color of the skin has been put

there by nature to protect the body from an excess

of sunlight. Brunette skin tolerates summer sun

well ; blonde skin, poorly. So exposure at the heach

should proceed gradually, by being increased a few

minutes every day and with the use of oil. First,

trv vour protective lotion on a small area on your
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body if you do not want to risk cutting your vaca-

tion short because of the sensitivitv of your skin to

the lotion you have bought to protect you from the

sun.

Examples of damage from excess of sun. always

in predisposed individuals, are the weather-heaten

skins of farmers, sailors and fishermen. Manv skin

cancers are due to excess of sunlight. In predisposed

individuals excessive exposure to sun, instead of

favoring the growth of hair, makes it fall out more
quickly. For example, lifeguards often become pre-

maturely bald because they are constantly exposed

to the blazing summer sun.

Sweating is a natural function, necessary both in

good health and in sickness, but when it becomes

excessive, as in certain localities like the armpits

and feet, it may become a nuisance. Frequent wash-

ing and powdering help, as do weekly shaving and

the wearing of washable clothing next to the arm-

pit. Since anti-perspi rants and deodorizers may
have the same effect as a sun-protecting lotion, test

them on small spots before smearing them all over.

The use of baking soda mar be effective and may
save spending money on fancy patent medicines.

The chlorophyll concoctions have proved a great

boon to the manufacturers but not to those who
suffer from obnoxious smells. Make sure the ob-

noxious smell is a reality and not a product of the

imagination.

The man who suddenly develops poison ivy after

vears of immunity brings up another problem, as

does the woman who after dyeing her hair for years

suddenly finds herself with a tremendous derma-

titis. swelling of the face, closing of the eyelids, etc.

Cases of loss of sight from poisonous hair dyes

have been reported, the result of lost immunity or

of the use of a different chemical. Mixtures are

always changing, and patch-testing is never one

hundred per cent reliable. Persons with old faces

who seek teen-age colors may be justified by the

eternal and unquenchable search for the fountain

of youth, but what shall one say of the teen-agers

who dye their hair?

It is deplorable that so many people of average

or poor means spend so much money on fancy

creams, lotions, hair tonic, “skin foods." etc. To
sav that it makes jobs for the working class is no

justification, for it often makes millions for

swindlers. When a pound of vaseline costing a few

cents is flavored with a few drops of inexpensive

perfume or cold cream, plus a little hit of cheap

coloring matter, and is sold for 2 or 3 or even 5 to

10 dollars, just because the jar is fancy, the label is

golden, the slogan is French, it is no longer vanity,

it is plain gullibility.

Mixtures sold without indication of what is in

them are not approved by the Council of Drugs of

the American Medical Association. 1 his group pro-
concluded on page 135
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EXAMPLES OF IMPROPER CARE OF THE SKIN

FIGURE 1

To rid himself of imaginary bugs crawling on his skin

(delusion of parasitosis) the man poured undiluted

sulphonaphthol on his back.

FIGURE 2

A common mild case of herpes simplex ( fever blisters,

cold sores ) is treated with ammoniated mercury ointment,

producing a dermatitis medicamentosa which will make a

disorder usually involuting in one week to go on for

several weeks.

FIGURE 3

An irreparable loss of hair is the result of a chemical burn from a permanent wave solution.
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subject is asthma in infancy. At this time,

asthma has some characteristics that are not

found in later childhood. It is these characteristics,

peculiar to early life, that are considered here; I

have taken the first two years as the period of early

life.

1. Respiratory infections seem to be of even

greater importance than in later years. The com-

monest type is the baby who wheezes only with

“colds.”

2. The typical wheezing with prolonged expira-

tory phase and a musical sound is not always found
;

babies under six months of age often have only a

loud tracheobronchial rattle.

3. It has been said that, when it first occurs,

asthma is always paroxysmal, with a return to

normal breathing in a few days. This is not neces-

sarily so in infancy
;
it is not at all uncommon in the

first year of life for the wheezing to begin and

continue steadily for a month or more.

4. Of my patients under two years of age. 60

per cent gave entirely negative scratch tests. I be-

lieve that my list of patients contains an undue

number of severe cases, and that an average list

would show negative scratch tests in perhaps 75 to

80 per cent.

5. The severity of the asthma and the difficulty

of the treatment may be indicated by certain signs.

(a). A strongly positive scratch test to egg is an

almost certain indication of a difficult time ahead.

One (piarter of my babies with asthma had strongly

positive egg tests. These patients had a difficult

time and in general are still wheezing. You will find

that a high percentage of your difficult cases began

before the age of two, and if tested at that time,

had a positive egg test. One is tempted to theorize

that these babies are so liable to sensitization that

Presented at the postgraduate course of the American

Academy of Allergy, at Philadelphia, Pennsylvania,

February 1. 1958

the egg eaten by the mothers sensitized them in

utcro. I think this is of practical importance
;

it

makes it mandatory to test an asthmatic baby at the

first opportunity. Positive scratch tests, especially

to egg, indicate a high degree of sensitivity, the

probability of multiple allergies, and the necessity

for prompt, vigorous treatment.

(b). The presence of atopic dermatitis in a

wheezing baby has about the same prognostic im-

port as the positive egg test. A mild eczema indi-

cates the probability of a troublesome case
;
a severe

eczema means certainly that we are in for a lot of

asthmatic difficulties.

(cl. Conversely, if we find no positive scratch

tests, including egg, and if there is no atopic derma-

titis, then it is highly probable that the asthma, with

proper treatment, will clear up rapidly.

6. It is notable that patients with negative tests

not uncommonly develop positive tests later. It is

much more striking that patients with positive food

tests at first testing, develop positive inhalant tests

later. In other words, certain babies are especially

liable to sensitization, have sensitivities to foods

first, and later to inhalants.

It is also evident that most foods that cause

wheezing do this in the group of severer cases,

those with many positive tests. It is much less com-

mon to have a food cause wheezing in a baby with

entirely negative scratch tests.

7. Recurrent attacks of wheezing or continuous

wheezing almost always mean asthma, but other

conditions must be excluded. This is done by the

acumen of the physician, with the support of cer-

tain diagnostic procedures, selected according to

the nature of the case. For instance, in cases of

continuous wheezing with malnutrition or loose

stools, pancreatic fibrosis must be carefully con-

sidered. In any case of continuous wheezing con-

genital anomalies of the blood vessels and of the

respiratory tract must be thought of. The possible

presence of a foreign body should always be kept in

mind. In general, most mistakes are made because

the physician does not even consider the diagnosis

concerned. I believe that every wheezing baby

should have an X ray of the chest, a white and dif-

ferential count, and a tuberculin test.

The term asthmatic bronchitis is widely used by
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physicians, but with different meanings. Some use

it to indicate a true bronchitis, often with pneu-

monitis, occurring with fever and prostration. Some
use it as a diagnosis for asthma occurring with a

respiratory infection. Some call asthma, with nega-

tive skin tests, asthmatic bronchitis. Others use this

term for the first two or three attacks of asthma,

to satisfy the parents. It seems to me that this is one

of those indefinite diagnoses that should, for the

sake of clear thinking, be avoided.

8. The prognosis in asthma, occurring before

two vears of age, is probably distinctly worse than

when the asthma begins later. A very high percent-

age of all severe asthmatic cases in children gave a

history of wheezing before the age of two
;
and a

follow-up of wheezing babies shows nearly 50 per

cent still wheeze, at least occasionally. The more

severe ones tend to become chronic asthmatics.

We must take these cases seriously and do the best

with them that we can.

9. The principles of long-term treatment are the

same as those in later childhood. Allergies which

are causing the trouble, both inhalants and foods,

should be avoided as far as possible. Inhalants

which cannot be avoided entirely are combatted by

injections. Vaccines are used in those cases that

seem to be due largely to infections, and especially

where no inhalants have been incriminated.

I have found no great differences in the reactions

to injections between tbe babies and tbe younger

school children. The babies rarely have violent con-

stitutional reactions. I have never seen one
;
but

babies are easily made worse by overdosage.

My final word of advice is to treat these patients

promptly and thoroughly and to keep at it.

THE CARE OF THE SKIN
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tects the public against the unwarranted claims

forced on it by slick advertisers. The intelligent

layman should understand that the advertisements

in newspapers and over the radio and television of

youth-restoring creams, of pimple-curing special-

ties, or of cures for incurable diseases are just plain

bait for . . . the unfortunate fish.

Hair and Scalp Problems

The hair may be a cause of distress, when too

thin, too brittle, or too oily, or when its color

changes, but the nails are a necessity to the worker.

Brittle, fragile, thin or splitting nails are a liability.

To get the most out of constitutionally poor nails a

person must do what he does for the other parts of

defective hands, viz., limit the soap to the minimum
and protect the fingertips with gloves.

The proper diet for the skin is a simple, whole-

some, balanced one. Some skin conditions are asso-

ciated with overeating, improper digestion, poor

elimination and constipation. Oiliness of skin and

scalp may result from indulgence in excessive

amounts of fats and starches.

The hair may offer some protection against heat

or cold. Laborers who have heavy beards and whis-

kers have an actual filter on the nose and mouth,

which affords their lungs considerable protection

from dust, thus reducing considerably the incidence

of disease of the lungs. But which present-day

worker will give up bis clean-shaven face for

health’s sake?

Like the skin, a dry scalp demands little soaping

and more oil, while an oily scalp demands plenty of

soap and no oil. Recently, a query in the Prozndenee

Journal information column asked where the hair

made into wigs comes from. The answer was that

the finest quality comes from mountain villages of

northern Italy where women never wash or dye

their hair, but keep it clean by brushing and comb-

ing alone. What a financial collapse if the women of

the world decided to follow the custom of the so-

called uncivilized mountaineers.

The care of the hair can be summed up as fol-

lows: tbe only way of keeping normal hair clean is

by washing it with soap and water. The air pollu-

tion of our cities compels us to the use of soap. Pure

castile soap or tincture of green soap is the best.

This treatment requires time, but no lotion is better

for normal healthy hair than soap and water. Nor-

mally, it should be washed at least once a week.

Salt water does no harm to the hair, but it is

advisable to rinse it with fresh water. Bathing caps

usually interfere with a normal circulation.

Massage of the scalp, morning and evening,

should become a habit just as much as brushing the

teeth. Each member of the family should use his

own comb and brush. The hair should be brushed

every day, but gently, with soft brushes and not

with “100 strokes.”

In shampooing, a thick lathering of soap should

be followed by a thorough rinsing with cold water

and then by drying with warm towels. It is reason-

able that women with long hair need special opera-

tors to wash their hair, but certainly this does not

apply to grown men.

MONDAY, APRIL 7 ... 8:30 P.M.

Meeting of the

Providence Medical Association
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Introductory

T he choice of the subject upon which I am to

have the honour of speaking tonight has been

guided by two considerations. In the first place, the

unity of structure which is so characteristic a fea-

ture of our society seemed to point towards some

topic of which the interest is not limited to any

special department of medicine. In the second place,

the occasion appeared to he one, if I rightly inter-

pret its tradition, in which a very close restriction

to technical matters need not he insisted on
;
while,

if the subject chosen developed naturally towards

regions outside the strictly medical field, some

glance into such wider sources of interest might be.

in the circumstances, legitimate.

It will, I think, be admitted that the subject of

head injuries is of practical interest and importance

to the great majority of us, whether our work lies

exclusively or chiefly in a special department of

medicine, or is distributed over all. It is, however,

only to a very much limited part of this large sub-

ject that I propose to invoke your attention. My
primary object will be not the gross and at the same

time relatively definite conditions that we meet with

in immediate consequence of obviously formidable

accidents, but the conditions at first sight relatively

indefinite, and not obviously serious, which occur

as late results or sequels to head injuries of all

grades of severity. It will be convenient at once to

define our subject yet more exactly. W e are to con-

sider a group of phenomena, including headache,

giddiness, and other less definable sensations in the

head, defects of memory, concentration and atten-

tion. alterations of disposition and mood, and cer-

tain kinds of mental deterioration. This group of

phenomena is to interest us when arising after, and

in obvious consequence of. a head injury. It will not

be necessary to deal with each member of the group,

as the single one of headache can be selected as the

most characteristic, and as fully representative of

the others. What can be said of headache, the com-

monest of them, can be said with all reasonable

probability of most, if not all, of the others. We
have now pruned down our subject until it is ade-

‘Reprinted by permission, from the British Medical

Journal, 1 :816-19, May 10, 1924

quately represented by that of headache as a sequel

of head injury. There remains, however, one fur-

ther stage of definition to be accomplished. Head-
ache. and others of the associated group of symp-

toms, is common as a sequel to head injuries of all

grades of severity, and hears no obvious relation to

the amount of gross destructive damage that has

been inflicted. In considering its significance here,

therefore, it will simplify the problem if we limit

ourselves to headache occurring as the sequel of

head injuries of minor severity, and without evi-

dence of local damage to the brain, either through

destructive injury or in consequence of haemor-

rage. It might be thought that these restrictions of

our subject have reduced it to insignificance. This

is, however, far from being the case, and it is often

of utmost practical importance to recognize the fact

that seriously disabling headache is a common se-

quel to head injuries of an apparently minor kind,

in which evidence of any direct local injury of the

brain has been altogether lacking.

We have, then, ultimately before us the subject

of serious headache as a sequel of apparently slight

or trivial head injury.

Headache as a Sequel of Minor Head Injury

It is quite a mistake to suppose that the conditions

we are considering are clinically indefinite and dif-

ficult to recognize. In well marked cases one of the

most fully characteristic of clinical pictures is pro-

duced.

The Causal Injury

There are two types of accident which fulfil the

conditions we have laid down. Both are fairly com-

mon, of quite moderate severity, and seem at the

time of infliction to have caused no definite or se-

vere cerebral injury. In fact, the mildness of the

whole affair often causes both patient and doctor,

if one is consulted, to congratulate themselves on

no harm having been done, and to ignore the neces-

sity for precautionary treatment.

In one type the accident is a fall on the head, as,

for example, from a horse. The patient develops

slight concussion of the brain ;
there is momentary

unconsciousness, which is quickly recovered from.
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and followed by dizziness and headache, which

clear up in a comparatively few hours. 1 may say

at once that 1 use the term “concussion,” as I think

it should only he used in the strict classical sense to

indicate an essentially transient state due to head

injury which is of instantaneous onset, manifests

widespread symptoms of a purely paralytic kind,

does not as such comprise any evidence of structural

cerebral injury, and is always followed by amnesia

for the acutal moment of the accident.

In the second type of injury the violence is char-

acteristically limited to a localized area of the skull.

This may be produced by the patient accidentally

running against some obstacle, by a blow from such

a weapon as a stick or sword, or by the grazing

impact of a bullet. In these cases concussion is

characteristically absent
;
there is no loss of con-

sciousness, and the patient retains a clear memory
of the moment in which the injury was received.

If the blow was over some part of the brain, slight

functional disturbances in which are capable of

being manifested in symptoms, there may be tran-

sient numbness, and tingling in the corresponding

limb, or clumsiness in the use of it. Such phenomena

are not relevant to the limited subject we are con-

sidering, and perfectly characteristic cases of post-

traumatic headache commonly occur without them.

We have then a patient who has sustained one or

other of these accidents. He has been shaken and is

in some discomfort for a few hours, or even a day

or two, but has already begun to feel that, ugly as

the affair seemed at the moment, no harm has been

done, and then he begins to suffer from headaches.

As I have already said, I take headache as a

representative symptom, ignoring for our present

purpose the constellation of minor manifestations

of which it is undoubtedly the most important and

outstanding figure. It is necessary now to define the

clinical characters of these headaches.

Clinical Characters of Traumatic Headache

Onset—If headache has been a well marked
immediate consequence of the injury it may be con-

tinued into the sequelar headache we are consider-

ing. If the patient has been laid up as the result of

the injury, the headache is apt to come on when he

resumes active life. In any case it is often a week or

two before the patient realizes that he is faced with

a distressing and disabling trouble that shows no

tendency to early spontaneous recovery.

Occurrence— It is usual and almost characteris-

tic for the headache to occur in attacks which last

for periods varying from a few hours even to two

or three days. Between attacks the patient may feel

absolutely well in every way. The attacks are apt to

be brought on by physical exertion, severe or pro-

longed, or by mental excitement, anxiety or fatigue,

and by such combined influences as walking in

bright sunlight or in crowded streets and the many,
not always obviously exacting, activities of town
life.

Quality of the Headache—The pain is of a severe

throbbing, bursting character. Like that of mi-

graine, it is made worse by any effort, and by bright

light or loud noise. It may prevent the patient from
sleeping, but, like many other kinds of headache, is

often brought to an end by prolonged sound sleep.

During the attack the patient is usually restless,

intolerant of company or of any kind of attention,

and irritable. In severe cases, there may be during

the attack almost maniacal irritability and some-
times a semi-delirious excitement. The severest

attacks do not usually last more than a couple of

days.

Results of Physical Examination— It is possible,

and indeed quite common, for these symptoms to

occur without there being any physical signs of

definite brain injury, such as even the minor grades

of sensory disturbance of cortical type, defects of

finer motor co-ordination, or alteration of reflexes.

There is, of course, nothing in the nature of the

cases to prevent such a severe grade of injury being

present as would produce these signs, but I wish to

put emphasis on the statement that many cases of

the typical headache are met with in which no physi-

cal evidence of brain injury is to be made out.

Pathology

It has sometimes been supposed that these symp-

toms are due to a psychoneurosis determined by

the injury. Such an opinion has found support in

the total absence of objectively discoverable evi-

dence of cerebral injury, in the fact that the symp-

toms tend to subside under rest and easy conditions,

and to be aggravated on the resumption of active

life, and in the supposed fact that head injuries are

particularly apt to lead to the so-called traumatic

neuroses.

I need not criticize this hypothesis, as I shall im-

mediately be setting before you what I regard as a

definitelv established organic pathology
;
but I may

pause a moment to remark on the conception that

traumatic neuroses are especially likely to follow

head injuries. It seems probable that an injury is

related to the neurosis it determines as a painful

and terrifying experience, the memory of which

does not lapse in the normal way but becomes asso-

ciated with other unassimilated memories and re-

pressed impulses. It is clear, therefore, that the

survival of an actual memory of the accident is an

essential factor in the production of a neurosis.

Now in a large proportion of cases of head injury

(including a considerable number of the special

group of cases we were considering) the onset is

with concussion, and therefore, since a localized

absolute amnesia for the accident is always pro-
continued, on next page
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duced by concussion of the classical type, there is

no memory at all of the occurrence of the injury.

This conclusion is supported by actual clinical ex-

perience. which thus confirms the view implied

above, that the concussion amnesia is a true organic

absence of memory caused by cerebral disturbance.

There can be little doubt, however, that these

traumatic headaches are due to definite organic dis-

turbance within the skull. The immediate pathology

of headache in general, by which I mean the actual

mechanism by which it is produced, has not been

the subject of very much attention, though the facts

available admit of a reasonably probable sketch be-

ing made. In the first place, there is no reason to

suppose that disease or injury of the brain itself can

be the immediate cause of headache, in the strict

sense of the term. As with other serous cavities,

the contained organ itself is relatively, if not abso-

lutelv, insensitive, and pain can be aroused only by

disturbances of the lining membrane and its septa.

As with other serous membranes also, it is probable

that the most effective pain-producing stimulus is

stretching. Now the arrangement of the dural septa

is such that variations in the amount of intracranial

pressure and inequalities in its distribution tell on

them by causing alterations in tension. Thus it

comes about that headache of organic origin is a

direct expression of disturbances of intracranial

pressure however these may he produced. Such a

conclusion is in obvious agreement with clinical

experience. It is probable that in nature a reduction

in intracranial pressure is hut rarely the cause of

headache. It is plain, however, from the arrange-

ment of the dural septa that a local reduction in

pressure can give rise to painful stretching, until

the disturbance has become equalized. This, of

course, is the mechanism by which is produced the

headache that often follows the withdrawal of fluid

by a lumbar puncture.

When a disturbance of intracranial pressure is

severe or rapidly progressive the consequent head-

ache is continuous. When the disturbance is mod-
erate, and either stationary or only slowly progres-

sive. the headache is apt to be only paroxysmal.

This latter is the case with a certain number of

slow-growing cerebral tumours in their early stages,

and, as we have seen, is almost characteristic of

traumatic headaches. As to the nature of the dis-

turbance in the case of traumatic headaches, we

have a large body of direct evidence observed at

operations. On such occasions there is always some

increase in the intracranial tension, hut usually this

is onlv moderate in amount, since an operation is

not likelv to he undertaken during the actual course

of an attack. This increase of tension is associated

with one or other of two conditions of the brain

itself. In cases where the headache has followed an
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injury causing concussion, the brain is oedematous
and exudes an undue amount of fluid when ex-

posed. In cases where the headache has followed a

localized blow on the head and the region struck

has been explored, the brain shows by its swelling

and blood-staining that it is the seat of a localized

bruising. It is highly probable, therefore, that in

both cases the increase of intracranial tension is

due to the brain being swollen as the result of bruis-

ing—in one type of case probably throughout its

substance, in the other type chiefly at any rate at

the point struck. If it he granted as reasonable to

ascribe traumatic headache to a disturbed intra-

cranial tension consequent on bruising of the brain,

three points yet remain somewhat obscure and in

need of discussion. These are the long persistence

of the symptoms and the mechanism by which the

bruising of the brain is produced.

The Persistence of Cerebral Contusions

Traumatic headaches are notoriously capable of

persisting for many years, and a difficulty at once

presents itself in supposing them to be due to a

mere bruise of the brain. This difficulty can be met
only by the recognition of a very important, and

perhaps the only reallv special, principle of intra-

cranial pathology. This principle is concerned with

the unique status of the brain as the one organ in

the body enclosed by a capsule which is wholly in-

extensible by any physiological force. When any

other organ is contused and its substance distended

by extravasated blood it can swell as a whole prac-

tically without limit, so that its circulation can be

liberated from embarrassment by pressure, and the

effused blood carried away relatively soon. Again,

it is possible for such an organ, only very slowly, or

perhaps never, to regain exactly its normal size,

and yet in no way to he for this reason a cause of

symptoms.

Xeither of these possibilities is open in the case

of the brain. Enclosed within its inextensible cap-

sule. the skull, the organ can undergo compensatory

swelling only to a strictly limited extent. The result

is that the circulation through a contused area re-

mains embarrassed by the extravasated material

present in it, and resolution by absorption of the

bruise is indefinitely prolonged. It is surprising how

long after the injury the signs of contusion will

remain evident in the injured area. I have myself

exposed by operation an area of brain that has been

bruised by the glancing contact of a bullet with the

skull no less than four years earlier. The brain

showed a bruise that appeared as fresh as if it had

been inflicted within a few weeks. This inordinate

and unique delay in the resolution of contusions is

fully adequate to account for the striking persist-

ence of traumatic headaches.
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The Intermitfence of the Symptoms
Although the skull encapsules the brain with a

certain closeness, it does not do so so closely but

what a margin of accommodation is left which per-

mits freely of the variations in the size of the brain

due to the circulatory mechanism. An encroaching

lesion, therefore, such as an early tumour or a

moderate contusion, may have its effects, as it were,

contained entirely within this marginal space as

long as the circulatory movements are tranquil and

small. The moment, however, that such movements
become active the fact that the intracranial space is

actually encroached upon becomes manifest in an

evident elevation of tbe intracranial pressure and

consequent symptoms. Patients at such a stage often

observe that every repetition of an act like stooping,

which, of course, raises the venous pressure and

expands the brain, causes a momentary qualm of

dizziness and headache. Along such lines as these

are to be explained the intermissions in the symp-

toms of unresolved contusions without improve-

ment in the actual condition itself and the mode of

action of the various causes that precipitate the

attacks.

Mechanism by Which Cerebral Contusions

Are Produced

We have spoken of the complete rigidity of the

skull in relation to forces of physiological magni-

tude. We must now turn to its entirely different

behaviour in relation to forces of another order.

It seems natural to think of the skull as a very

strong shield and enclosure of the brain, which

yields only to extreme violence, and only when it is

broken. The natural result of the attitude is to put

fractures of the skull into a position of primary

importance, and to treat injuries of the brain as

mere complications of them. This conception is, of

course, nowadays quite exploded, and 1 refer to it

merely that, by calling attention to the relative

pathological insignificance of fractures of the skull,

I may give emphasis to the importance of head

injury without fracture.

In relation to forces of adequate magnitude and

kind the skull behaves as a yielding and highly

elastic structure, capable of undergoing consider-

able distortion and recovering its form without

fracture. It is this property which permits of the

occurrence of a whole range of important cerebral

injuries altogether apart from fracture of the skull.

It is out of the question that we should enter here

upon a discussion of the many hypotheses that have

been produced to explain tbe various intracranial

effects of violence applied to tbe bead. It would also

be useless, since there can he no reasonable doubt

that the essential primary mechanism in almost all

cases is distortion of the skull.

The skull is apt to be distorted in two different
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ways. One is the result of a fall on the head when
the cranium is compressed between the surface the

patient lands on and the weight of the body con-
veyed to the base by the spine. In this case a general

deformation occurs, diminishing the volume of the

cranial cavity as a whole, and causing the acute

compressive anaemia which is represented, clini-

cally by the instantaneously on-coming paralytic

phenomena known as concussion. The second type
of distortion is a local deformation due to a local-

ized blow on the head. Here, of course, there is no
general squeezing of the brain and no concussion.

In both forms of deformation the brain is apt to be

bruised, and when this occurs without fracture of

the skull and without other cerebral injury we may
get the pure form of traumatic headache due to

simple unresolved cerebral contusion. I would again

lay the strongest possible stress on the fact that

these conditions can be set up by comparatively

trivial-looking accidents, and that once established

they are distressing and seriously disabling afflic-

tions.

Treatment
The headache of unresolved cerebral contusion

is fortunately sometimes preventable, and almost

always curable. Prevention is possible chiefly in

relation to the widespread but slight degrees of con-

tusion associated with general deformation of the

skull and concussion. It is to be attempted by the

strict application of the old clinical maxim that

every case of concussion must he treated by a defi-

nite period of rest in bed, and the very slow and

cautious resumption of active life. The duration of

such precautionary treatment may, to some extent,

he regulated by tbe presumptive severity of the

contusion in the given case. The best measures of

this are the extent of the patient’s loss of memory
for the period of the accident, and the intensity of

the so-called phenomena of reaction that have fol-

lowed the concussion. Supposing headaches to have

developed in spite of proper preventive treatment,

they may be dealt with by another and lengthened

period of rest in bed. This failing, a moderate de-

compressive opening in the skull and dura is prac-

tically certain of success. It should be made at the

place of election low down in the right temporal

fossa under the muscles. Localized contusion, as it

has to he more intense to produce similar symp-

toms, is less amenable to precautionary treatment

by rest, and is more likely to call for primary opera-

tive treatment. This consists in making an opening

in the skull and dura over the contused region, so

that the latter may be released from pressure, its

normal circulation re-established and resolution

occur. There are certain cases in which the occur-

rence of a serious amount of local cerebral contu-

sion may be assumed to be present from the very
concluded on page 148



140 RHODE ISLAND MEDICAL JOURNAL
T TTTTTTTTTTTTTTT H TTTTTTTTTTTTTTTTTTTTTT T

PHYSICIANS SERVICE IN 1957

Report of the President, Charles J. Ashworth, m.d., at the Ninth Annual

Meeting of the Corporation of the Rhode Island Medical Society Physicians

Service on January 29, 1958

E very annual report to a Corporation merits

study, and this one together with those of

other officers to be detailed immediately after these

remarks, will reveal that after the usual close scru-

tiny of the data presented, your plan is succeeding

in maintaining its objectives to the public.

You have left to your hoard of directors, made

up as it is of twelve doctors and six laymen, the

latter chosen with the utmost consideration of their

varying abilities to further the best interests of this

plan, guarding as they have done and continue to

do, any imbalance, yet co-operating in every en-

deavor we have put forth, to make Physicians Serv-

ice Plan one of the best in this entire country. It

cannot be doubted that, as your documented report

will show, over twenty-five hundred more subscrib-

ers indicates our appeal to more people and ex-

presses confidence in our effort to produce some-

thing satisfactory to all interested segments of the

public we serve.

A summary of enrollment trends for the year

1957 is as follows

:

The gain of 482 Physicians Service Contracts

for the year 1957 was by far the smallest of any

year since the Plan was organized.

It is important. I think, to evaluate the reason

for this small growth, as it may have some sig-

nificance for the future.

Contracts

258 new groups were secured covering 3,684

net gain on all other existing groups 4,824

Total Gains 8,508

70 Companies went out of business during

year—loss 1,826

25 Companies had sizable reductions in

employment—loss 3,832

9 Companies dropped Physicians Service and

took commercial insurance 1,019

Total Loss on Direct Payment Contracts 1,349

Total Losses 8,026

Net gain for year (2,566 Subscribers) or 482

While we were fortunate to come up with any

gain at all under present economic conditions in the

state, it would appear that we are nearing the point

from which enrollment gains will he difficult to

maintain.

I am deliberately avoiding many' figures which

will be given by your secretary and treasurer in

order to dwell with more than the usual emphasis

not upon our accomplishments in this year just

ended, but rather upon the position of Physicians

Service with direct relation to its future.

Any discussion of the future of Physicians Serv-

ice must of necessity consider the past and present

scope of this program in order that the entire struc-

ture may be viewed in its proper perspective. Un-
der what considerations did the Society initiate its

voluntary surgical plan? What did it intend to

accomplish ? Has it. and is it. accomplishing its

original purposes ? What current factors are affect-

ing our concepts of providing low-cost prepaid

voluntary insurance?

Original Objectives

The history of the development of our Physicians

Service is recorded in the archives of the Society,

and particularly in the reports of the House of

Delegates as published in our own medical journal.

We publicly and clearly stated our objectives from

the beginning. It should be carefully noted that the

Society started its prepaid insurance study in 1944.

and drafted a program known as the Rhode Island

Plan, utilizing private insurance companies, 1947.

three years before Physicians Service came into

being.

The pattern for Physicians Service was laid out

in a program that stated these objectives

:

“(
1

)

To increase the extent to which voluntary

insurance against the cost of medical care

is made available to the people of the State

of Rhode Island

;

“(2) To increase the effectiveness of such in-

surance through the voluntary cooperation

of its members

;

“(3) To make such insurance available at the

lowest practicable cost under competitive

conditions

;

“(4) To safeguard the physician-patient rela-

tionship deemed necessary by the Society

to maintain and improve the high standards

of medical care in the State of Rhode

Island."

These were basic. W e did not seek to sell insur-

ance coverage as a business. \\ e sought to render
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a service to the people of this state to aid them in

meeting the costs of medical care. That we have

rendered that service, and have fulfilled our objec-

tives, few can deny.

The medical profession, believing that its volun-

tary elifort should aid those in the lower income

classifications, adopted the proposal that persons

whose annual family income is under certain limits

shall receive the service for the indemnity fee listed.

Today nine hundred and fifteen participating phy-

sicians are still supporting that contribution

—

guaranteeing service for the indemnity listed—

a

contribution that no other community organization

or group of individuals has matched in any manner.

In the fulfillment of this purpose for a low cost

prepaid voluntary insurance program, aimed par-

ticularly to aid the low income group, we now find

that plan criticized at times because we do not ex-

pand the program and extend the income limits. Is

such criticism truly justified ? I think not in the light

of what we started out to do, and what we have

done. We are not directly in the insurance business

corporation, and therefore we seek no profits nor

possessions for ourselves. Any assets, and reserves,

that accrue to the Corporation are held in trust for

the operation of the Plan, and as guaranteed pro-

tection to the subscribers. We can extend the pro-

gram only in proportion to retaining premium in-

come, and any increase of benefits that calls for an

additional premium charge to the subscriber must

he carefully evaluated and approved.

Today, due to labor-management wage agree-

ments, hospitalization, surgical-medical, life, and

allied insurance coverages are included in the bar-

gaining and are often referred to as “fringe bene-

fits.” In view of this practice it is well that we con-

sider its effect on Physicians Service. Of our

505,000 subscribers approximately 384,000 are en-

rolled through employed groups. Of these 384,000,

approximately 298,000, or 61.6% have their mem-
bership paid entirely, or in major part, by industry.

Thus management offers the stated benefits of

our current program as part of its wage agreement,

and labor accepts it as a “fringe benefit.” Any dis-

satisfaction, therefore, with the amount of insur-

ance coverage should not be directed at us, the third

party providing the professional services under

clearly stated provisions.

If industry is prepared to support additional or

extended coverage through wage contracts, Physi-

cians Service, I am sure, can provide it at a rea-

sonable cost, hut not at the expense of its partici-

pating physicians.

As a non-profit medical service corporation Phy-

sicians Service is required by law that rates to sub-

scribers he consistent with the best interests of the

public, and shall “at all times he subject to the ap-

proval of the director of business regulation.” We
are required by law to file annual statements of

operation, and the director of business regulation

of Rhjode Island audits our financial condition and
our methods of doing business. Our reserve funds

may he invested only in the same manner permitted

by law for the investment of assets of savings banks
of this State.

Any critic, therefore, would do well to realize

that we operate under strict supervision of the

regulatory laws imposed on all other business cor-

porations, that we render a community service with-

out a profit motive, and that we are not a private

insurance company. We may attempt wider cover-

age only with the approval of the insurance com-
missioner, and only if it is actuarially sound, and in

the best public interest.

hnprovements Continually Sought

One year ago, I reminded you that a committee,

originally appointed by my predecessor. Doctor

Joseph C. O’Connell, in the late months of 1954,

was diligently engaged in the task of evolving a

contract that would not only improve benefits to

our subscribers, hut would correspondingly equate

the physician’s recompense for such liberalization.

This effort while inestimably costly in personal

sacrifice by both the medical and lay members of

your Board of Directors, was concerned not only

with bringing your plan out of the obscurity that

our neighboring state plans has submerged us, hut

with the realization that economic demands on the

part of the public, often expressed by interests not

sympathetic to medicine, nevertheless, constrains

us to tailor any improvements in the plan to a pat-

tern aimed at mutual satisfaction, an objective

almost impossible of attainment.

May 1 emphasize for you as individuals, and as

a profession, hardly one of us envisioned this trend

in prepaid medical care insurance, when more than

ten years ago we made certain commitments to aid

the low income group in defraying the then rising

costs of medical care, as a genuine gesture of sacri-

fice, against any federal legislation that would in-

terfere with, or take over the control of private

medical practice. The fact remains, however, that

medical care as it is provided by doctors of medi-

cine, in this present trend, has been swept into a

malestrom of economic edicts, and we are faced

with a problem that calls for the utmost in realism

and objectivity. May I add that we are not in any

sense unmindful of the problems of the aged, and

the chronically ill. and have included coverage for

these members of our society in an expanded plan

of extended medical coverage.

Consideration, therefore, of any new contract is

going to make this a year of decision for medicine

in Rhode Island. You the duly chosen representa-
concluded on page 148
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THE MEDICAL LIBRARY AT RHODE ISLAND HOSPITAL

Concepts as to the Relation of the Medical Library to Patient Care and

To the Educational Program of the Teaching, Non-University Hospital

Doris E. Johnson, b.a., b.s.

The Author. Doris E. Johnson, B.A.. B.S., Librarian,

Rhode Island Hospital and Miriam Hospital. Provi-

dence, Rhode Island.

Education never ends, is a saying that has

always been true for the medical profession,

but never more so than it is today. In our rapidly

changing world where modern research is opening

new doors and making new discoveries, even con-

cepts once accepted as valid are being questioned

and revised, sometimes over night. The very best

therapy of today may be discarded tomorrow. How
can a busy doctor hope to keep up with all this, with

a minimum expenditure of time and efifort ? Medical

meetings, clinics, conferences, lectures
;
all these are

important and time-consuming, yet they cannot

supply the diversified information that may be

needed at a moment’s notice. The doctor treating

sick patients (especially if these patients are hos-

pitalized) must have access to a good medical li-

brary. and this should be located where he may use

it frequently without having to make special trips

away from his work. Since disease in its many
manifestations may be observed and studied best in

a hospital, the librarv should be available there also,

not onlv as a convenience to the practicing medical

staff, but especiallv for the interns and residents

who are often “on call.” but not on duty in a ward

or unit, unless needed.

The concept of locating medical libraries in hos-

pitals is now so widely accepted that the Joint

Commission on Accreditation of Hospitals, repre-

senting the American Medical Association, the

American College of Surgeons, the American Hos-

pital Association and the American College of

Physicians, has set up standards for such libraries,

and these must be met. if a hospital is to be ac-

credited. Perhaps a quotation from the Ford Foun-

dation’s new brochure. The Difference It

Makes, expresses the basic reason for this stand-

ardization most clearly, “Ultimately, the quality of

medical care depends upon the skill, training and

character of those who administer it. . . Getting his

M.D. degree is only the beginning of a doctor’s

education, and most of his postgraduate work is

centered in the hospital.” We might add that while

clinical experience is gained from direct contact

with patients, the evaluation, comparison of thera-

pies. and knowledge of new advances must also

come from a study of the recorded experiences and

impressions of others. Assembling this material for

reference is the library’s main function
;
making it

available is the librarian’s job. In a “teaching, non-

university” hospital and growing medical center

such as ours, the library is. and must be, at the verv

heart of the educational program, and it makes an

indirect, but very real contribution to the quality

of patient care.

But the men of vision who founded our hospital

had no need of standards to convince them of the

importance of a medical library. The earliest plans

show that ample provision had been made for one.

and when the hospital first opened in 1868. more
than a thousand volumes had already been col-

lected. In such a survey, we cannot take time to

describe this library in detail, but we may be very

proud that it existed. Our traditions at Rhode
Island Hospital are a precious heritage, and the

medical center that we are building today is but the

flowering of ideals of community service that are

deeply rooted in our past.

If a hospital medical library is to function at its

highest level, there are five basic requirements

which must be met. Without any one of these, the

library fails.

1 . An administration convinced of the need for

a good working library and willing to allow a

liberal budget for its establishment and up-

keep. ( In some hospitals, the medical staff

helps to support the library.)

2 . A good location, with adequate space and

good physical equipment.

3. An up-to-date and comprehensive collection

of basic texts and journals. (Set forth in the

standards referred to earlier in this paper.)

4. A librarian to receive and catalogue the litera-

ture. This person takes responsibility tor

keeping the collection intact and orders new
books and journals within the means allowed

by the budget. In teaching hospitals and insti-

tutions devoted to research, the librarian as-

sembles material for various conferences,

journal clubs, clinics, special projects, and for

individual doctors. Her value to the medical
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staff is in direct proportion to the training

she has had.

5. Cooperation of interns, residents and all who
use the library by respecting the rights of

others and by keeping whatever rules may he

necessary. It is obvious that loss or mutilation

of material can quickly deplete the most care-

fully stocked collection. Again, if the library

is seldom used, the time, effort and money put

into it are wasted. But systematic and intelli-

gent recourse to the best in the literature can

be very rewarding to all the medical staff and

should be encouraged, if they would grow in

knowledge and professional skill.

With these requisites in mind, it is the purpose

of this paper to describe our medical library at

Rhode Island Hospital, its main functions, its rela-

tion to patient care, and our concepts of what the

medical library should contribute to the educational

program of the teaching, non-university hospital.

Administration

Too often people tend to forget that no depart-

ment can run efficiently without the support of an

adequate budget. In these days of inflationary costs

and careful analysis of the use of the patient’s dol-

lar, all expenditures have to be justified. We are

very fortunate at Rhode Island Hospital that, just

as our first trustees believed in the necessity for a

good medical library, our present administration

also follows in this tradition. Without their sup-

port, we could not possibly render the services so

essential to a growing medical center. Our hospital,

like all others, has its financial problems, but the

curtailment of education is not looked upon as an

economy. Any request for needed improvement or

expansion has always received sympathetic con-

sideration, and no expenditure deemed necessary

by the librarian has ever been denied. This should

be remembered and credit given when favorable

comments or appreciation are expressed for library

services.

Library Committee

The Library Committee was not included among
the basic requisites for good service, because their

functions vary so widely in different hospitals.

Primarily, this group is composed of members of

the medical staff, and the part that they play in

library administration depends upon a number of

varying factors. In some hospitals, they are very

active in library affairs
;
in others, their role is

nominal. They may meet frequently to discuss

problems and help in the selection of books
;
or

they may meet only when occasional difficulties

arise. They may have control of the budget, or act

only in an advisory capacity. They may serve as a

liaison between the administration and the libra-

rian, or between the administration and the doctors.

Sometimes they are instrumental in raising needed

funds for library expenditures. But there is one

respect in which the Library Committee can become
essential. If it is composed of doctors who are

highly regarded or popular members of the medical

staff, their help in dealing with any problems re-

lating to the house officers, their support in initiat-

ing any program of service can be of great benefit

to the librarian. The influence of such a Committee
cannot be underestimated, especially with regard to

the younger men. It might be important to keep

that in mind when help is needed in the enforce-

ment or interpretation of library rules.

Here at Rhode Island Hospital, where our doc-

tors are already engaged in an exacting program,

the Library Committee meets only when special

problems arise, and then at the request of the libra-

rian. Since our administration assumes financial

responsibility for services and upkeep, while the

librarian takes care of the details of management,
the Library Committee is concerned mainly with

general policies, regulations or rules, with sugges-

tions as to equipment, and with the presentation of

requests to the staff association for aid in special

projects. Individual members of the Committee are

always available for consultation, and the infre-

quency of formal meetings is not due to lack of

interest, hut to lack of need for them. Of course, in

a hospital where the administration could not bear

the entire cost of the library, or where the librarian

was untrained or working on a part-time basis, the

functions and responsibilities of the Library Com-
mittee would of necessity be quite different.

Location

We are unusually fortunate in our location.

Since 1931, the library has been established in

Peters House, the doctors' residence, where it now
occupies a considerable portion of the main floor.

Wide windows and high ceilings give light and spa-

ciousness, while a large Oriental rug, deep easy

chairs, soft lighting and beautiful wall paneling

create an atmosphere of opulence and comfort. It

is not only a delightful place in which to read or

study, hut a restful retreat from the tension of hos-

pital wards. No page system sounds here, and one

may read, concentrate (or even nap a little) in

peace. We owe all this to the generous donors who
built Peters House, not to be a dormitory, but a

home for the interns and residents, as well as a kind

of gentlemen’s club for the medical staff. As a re-

sult, we have inherited a rare combination of the

leisurely and the practical—and much research is

really accomplished, even though the pursuit of

knowledge sometimes falters under the spell of

Morpheus. We frankly admit that advocates of

strict utilitarian standards might frown upon this,

and occasionally we do hear mild complaints that

our chairs are “too comfortable.’’ However, no one
continued on next page
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has volunteered to do anything about it. and we
think it would take a brave librarian even to sug-

gest a change.

Atmosphere

Although reasonable quiet is maintained, the

atmosphere is generally informal. Conversation is

allowed, provided no one is disturbed, and occa-

sionally the library has become the scene of a lively

and enjoyable discussion. The young doctors like

to catch their chiefs of staff in a moment of relaxa-

tion to ask leading questions. However, if a debate

gets too animated or out-of-hand, the participants

are immediately invited to repair to a nearby con-

ference room. Our reason for mentioning this is to

show that our library is much more to us than a

place where books are kept. Through the years, it

has also become a friendly center where ideas and

experiences mav be shared
;
where the old and the

new rub elbows with each other : a place where the

voungest intern as well as the retired physician

may feel at home.

Book Collection

It is our belief that if a hospital library is to be

up to date and of service to the medical staff, its

entire collection of textbooks must be renewed at

least once every five years. Medical treatment,

surgical techniques, and even concepts that are

more than five years old are frequently changing,

sometimes obsolete. This, of course, means quite

an expenditure of money, yet a library that does

not keep up with modern times can contribute little

to a teaching program. The American Me'dical As-

sociation. the American College of Surgeons, and

the Medical Library Association have each pub-

lished a list of basic texts and journals recom-

mended for hospital medical libraries. Our policy

has been to use these lists as guides, and to have

available the latest editions of many of the books

chosen in general fields and in each specialty. We
also have arranged to have new books sent to us on

approval. From these we purchase the ones se-

lected by our chiefs of staff and our residents, in

accordance with our means. Altogether, we have

approx imately three thousand volumes, six hun-

dred of which are recent texts : about four hundred

are older books and monographs—these gradually

get weeded out. unless they have some historic

value—and the rest are bound volumes of medical

journals. The original library, founded in 1868.

has long since been dispersed, most of those early

books having been transferred to the archives of

the Rhode Island Medical Society, or to private

collections as items of rare value. In general, our

concept is that lack of space and proper protective

measures do not allow a hospital library to keep

rare books or “collector’s items," no matter how
much we may appreciate them. A hospital’s needs
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are primarily utilitarian and practical. Again, our

proximity to the excellent libraries of Brown Uni-

versity. the Rhode Island Medical Societv, as well

as to several outstanding collections in Boston,

make it easy for us to borrow most medical texts

or journals that we might want.

Service Copies for Interns

In addition to the textbooks mentioned above,

we have also initiated a program of purchasing

duplicate copies of some special titles (selected by
the chiefs on each service) to lend to interns who
are on rotation through the various specialties.

This has proved very helpful to the interns, and
also has the advantage of making it less likely that

the original copy, kept in the library for reference,

will disappear. (More about this problem later, i

We think that it is cheaper to buy two copies of

these special texts and have them both available,

than to buy one. lose it. and replace it by another

copy. Altogether, we have only ten of these titles

(though we plan to add to the list l and we do not

try to cover medicine or surgery in this way. The
main purpose of this program is to provide texts in

the smaller specialties where the intern needs to

have such books available for study, but would not

want to buy them, since he may not continue to

work in that field.

Small Departmental Collections

Some departments that have special funds of

their own—memorial funds, gifts, etc.—are also

providing small collections of basic texts for the

use of doctors serving on their units. These are

ordered through the librarian, who catalogues them

in order that the location of each volume may be

recorded in the library. Such collections are very

helpful, for they provide ready reference to the

literature during rounds or at daily conferences.

We think that books purchased for departmental

use are good to have, provided that sufficient care

is taken that they do not get lost. However, we
still believe that the library should also have copies

of most basic texts, because doctors engaged in

general research would find it very difficult to go

from one special collection to another. Medicine

cannot be so sharply divided into specialties that

there will be no overlapping; therefore, if books

were scattered all over the hospital, it is obvious

that consulting them would be a wearisome task.

Whenever there must be a choice between having

a book in a department or in a central library, we
believe that the library should be the place selected.

The only exceptions to this would be texts so very

technical or specialized that they could only he used

bv a limited number of trained people.

Medical Journals

Since medicine is changing so rapidly that text-

books are often out of date as soon as thev are
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printed, the greater portion of our budget goes

toward providing current medical journals, year-

books, loose-leaf systems and abstract services.

Using the before-mentioned lists as guides, we have

selected many of the journals recommended in each

field, as well as others that our chiefs of stafif want.

Our library now receives one hundred and thirty-

four journals a month, one hundred of which we
purchase, while the others are gifts; either from

our doctors, from local medical societies, or come

to us free-of-charge. European medicine is repre-

sented mainly by journals from the British Isles

and the Scandinavian countries, with one from

France and one (in translation) from West Ger-

many. Also, we have a trial subscription to an

abstract service (in English) of literature in the

basic sciences and clinical medicine from the Soviet

Union. Because of our interest in rare pathology,

we receive the South African Medical Jour-

nal, as well as the Australasian Annals of

Medicine. Gifts of journals (in English) from

Japan and from the Hawaiian Islands make up

our holdings from the Far East and the Pacific.

Gift Subscriptions

Speaking of gifts, although we are grateful to

any physician who wishes to bring us his copies of

a journal, we have found that it is better not to

depend upon this source, if the journal is one that

we need. In such cases, we prefer that the subscrip-

tion should be sent to us direct (if the doctor really

wishes to make us a gift ). If he wants to share his

own copies, we will gladly accept them as dupli-

cates. Experience has shown that depending upon

doctors to remember to bring in journals when
they have finished reading them is usually most

unsatisfactory. But, of course, for special items

that we might not otherwise see, or for journals

not in much demand, receiving them in this way is

better than not getting them at all.

Ephemeral Material and Reprints

Finally, there is also the vast quantity of ephe-

meral material that comes in the mail—brochures

from the drug houses, bulletins from many sources,

pamphlets, and advertising matter ad infinitum.

Most of this is kept for a short time only. The same
is true of many reprints, except papers by mem-
bers of our own stafif. These are in process of

being re-catalogued. We plan to keep them in fold-

ers under the name of each doctor, for we feel that

the interest in them here will be primarily because

of the author, rather than the subject discussed.

In general, we do not keep reprints when we have

the journal in which an article appeared (except in

the case of our own doctors, as mentioned ). hut we
do send away for articles that are not included in

our journals. Photostat copies are also made of

some of the literature that we borrow through inter-

library loan. Some departments are building up their

own collections of reprints, which are catalogued

under the supervision of the librarian, hut we have

not felt the need for such a collection in the library.

Back Files of Journals

The decision as to how many volumes of each

medical journal should he kept is a troublesome

one which each hospital library must solve in its

own way. Limited storage space makes it neces-

sary for many libraries to limit their holdings to

an arbitrary number of years—usually five or ten

—

after which time older volumes are sent to some

central place for storage, given to another library,

or sold to secondhand dealers. Because there is so

much interest here in clinical research, classic ref-

erences of the past are constantly consulted, which

means that we must keep our journals for quite a

number of years. We may be compelled to set a

limit upon our holdings at some future time when
our storage space becomes filled, but we will prob-

ably always need to keep a file of at least fifteen or

twenty years of the basic journals. As yet, micro-

film copies have not been seriously thought of, hut

it is quite possible that they may be considered at

some time in the future. Meanwhile, we bind most

of the material that we keep.

Special Index

One feature of our library of which we are very

proud is a special index or card file of ready ref-

erences that we have been keeping for ten years

now. Here are listed bibliographies, papers, and

references that have been recommended by doctors

as helpful, and it is supplemented by some of the

worthwhile or timely articles that appear in the cur-

rent literature. Like Topsy, it has seemed to grow
almost by itself, but we keep it from getting un-

wieldy by weeding out material that has been super-

seded by later references. Our aim is to have two

or three “key” articles with bibliographies on any

given topic, as well as rare cases that cannot readily

be found from the textbooks. Busy clinicians who
do not like to pore over the indexes are glad to have

such a list available
;
others use it as a starting

point for further reading. If the librarian is not on

duty, or is busily engaged with another problem,

the answers to questions may often lie found by

consulting this file. Again and again, it has proved

to be a time saver, and by now we could hardly do

without it. Once a bibliography has been prepared,

once a list of references has been set aside, and

especially when some obscure paper has at long last

been located, why not keep a record of it, instead

of having to repeat the process at some future time

for other doctors ? We believe that the time taken

in making such a list is well spent. It is much less

than the hours that might be lost in tracking down
some paper that is only vaguely remembered. Keep-

continued on page 156
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ANNUAL REPEAT TEST FOR UTERINE CANCER CYTOLOGY

'The Rhode Island State Cancer Cytology Pro-
*- gram was established as a pilot project to deter-

mine the value of cytology in the earlv detection of

cancer on a mass screening basis. During the first

year of operation (December, 1956 to December,

1957 i approximately 17.000 women were screened

and approximately 1% were found to have un-

suspected uterine cancer, predominantly carcinoma-

in-situ of cervix.

The second phase of the program is to re-examine

at yearly intervals, for at least three years, all

women who have participated in this screening

project. The main purpose of this retesting is to

evaluate the accuracy of the smear test in uterine

cancer detection, as well as to detect new cases

which may have developed since the previous ex-

amination.

Retesting will ultimately provide valuable in-

formation as to the time period for development of

uterine cancer and how often repeat smear tests

should he taken.

It should he emphasized that in this program, a

report of “atypical” does not necessarily indicate

the presence of malignant cells and does not warrant

a cone biopsy. It indicates an abnormality of cells

which are probably due to benign inflammatory con-

ditions such as trichomonas infection, severe endo-

cervicitis, pregnancy changes, or post-partum

changes.

To insure the accuracy of this cytology screening

technique, all atypical cases should he re-examined

by repeating the test in one. three, or six months

depending upon the degree of abnormality. The
results up to now have shown an extremely small

number of atypical smears developing into actual

positive cases. In most cases the cytology became

negative after proper treatment for various benign

conditions.

The final answer and measure of success of this

cvtology screening survey will he determined by

continuation of the study and repeated cytologic

tests annually. It is hoped that the doctors of this

state will continue their excellent cooperation by

submitting repeat smears on women who were ex-

amined one year ago. Reminder post cards will he

sent to the doctor in each case.

NATIONAL LIBRARY WEEK
Many of us may he surprised to learn that Amer-

icans, as a nation, have not formed the habit of

reading. A Gallup Poll of 1955 showed that 61 c
/c of

the adults in America had read no hook, except the

Bible, in the previous year. Another survey dis-

closed that half the nation’s adults live within a mile

of a public library, hut only 1/5 of them go in-

side. This is had enough, hut what shall we say of

a voung woman, a college graduate, who for five

years lived in New York directly across the street

from the great Morgan Library, and said smilingly,

that she never had time to enter that treasure house.
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Jt is to help these unfortunates that National Li-

brary Week—March 16-22, 1958—sponsored by

the National Book Committee, has come into being.

Its purpose is to encourage the people of the United

States to do more reading, and its theme for the

lirst year is “W ake Up and Read!” for we cannot

afiford a country of lazy minds whose boredom

comes of knowing little and caring less
;
nor can we

afford to become a nation of people bombinating in

the void of radio and television.

As for Rhode Island, National Library Week
should be welcome indeed, for we are rich in li-

braries, some internationally famous, and not the

least of them our Rhode Island Medical Library.

Fifty years ago it left the Providence Public Li-

brary where it was dying of inanition and came to

its present home. With it, and almost literally bring-

ing it. came our loyal, efficient Miss Grace Dicker-

man. whom the years have touched so very lightly.

Later on came Mrs. Helen Dejong, as quick in

mind as she is in body. If you find tbe Library a

pleasant place in which to read you will surely credit

some of your pleasure to the friendly helpfulness

of our librarians.

If you chance to be an old-time frequenter of the

library, it is heartening to see how things have

changed as to the number of those who avail them-

selves of its services. Not many years ago, one

might spend hours there, alone or almost alone.

Now it is a busy mart for the book man
;
a real

rendezvous for the students from the nearby schools

and colleges, so that not one week only, but every

week is Library Week.
In his Annual Address of September 6, 1900, Doc-

tor George G. Hersey remarked, “The library of this

Society is the fruit of an early planting for at the

first election of officers in 1812 the Society chose a

librarian. It is not probable that he had a hard time

caring for books as he made no annual report and

asked for no appropriation, as the office involved no

duties it was finally discontinued. The original idea

was, however, reborn in 1835, when Doctor Caleb

Fiske, who subsequently formed tbe Fiske Prize

Fund, gave to the Society a collection of valuable

books.” It was from this modest beginning that our

library has grown to the proportions of which we
are so justlv proud.

RHODE ISLAND SOCIETY OF
PATHOLOGISTS

It may not be known to many that there exists in

this state a small but active society of pathologists,

which was organized nine years ago. It is composed
of physicians who are practicing pathology exclu-

sively. Most of them are duly certified by tbe Amer-
ican Board of Pathology and play a vital role in the

health and welfare of the population of the state.

The Society meets every other month, with each of

the hospitals in the greater Providence area serving

as host on a rotating basis. These meetings comprise

a scientific, as well as business session. Once a year

there is a joint meeting with the Laboratory Club of

Rhode Island at which time varied scientific papers

are presented.

The purposes of the Society are manifold. It fos-

ters a spirit of cooperation among pathologists of

the state to improve the practice of pathology. It

serves as a communication center, with regard to

both scientific and organizational matters. It plays

an active role in the recruitment of technologists

and laboratory aides.

The Society at present is concerned with several

problems vital to the future of pathology and to

medicine as a whole. One of these is the role of the

private laboratory without the supervision of a

pathologist. Another is the development of insur-

ance programs (including Physicians Service and
Medicare) which provide for indiscriminate labora-

tory coverage without carefully delineating the type

of laboratory to be used.

The Rhode Island Society of Pathologists is

anxious to further the best interests of medicine.

This can be done only if pathologists are given full

recognition as practicing physicians. During these

unsettled times, with the ominous threat of social-

ization of medicine, it behooves all of us to be ac-

quainted with the problems of our colleagues in the

field of pathology.

BASIC OBJECTIVES

With the Rhode Island Medical Society Physi-

cians Service now ranked as number one plan of its

kind in tbe nation on the basis of its enrollment of

the eligible population, and on the basis of its ex-

cellent coverage at the lowest operating cost of any

such program, it is timely that we review its prog-

ress annually.

In his annual report as president of the Physi-

cians Service Corporation, published on page 140,

in this issue of the Journal, Doctor Charles Ash-
worth has fittingly restated the basic objectives

sought when the Society undertook its study for a

prepaid voluntary surgical plan back in 1944 which

culminated with the Rhode Island Plan in 1947,

and Physicians Service three years later.

As Doctor Ashworth has noted well— “We did

not seek to sell insurance coverage as a business.

We sought to render a service to the people to aid

them in meeting the costs of medical care . . . and

the medical profession, believing that its voluntary

effort should aid those in the lower income classifi-

cations, adopted the proposal that persons whose

annual family income is under certain limits shall

receive the service for the indemnity fee listed.

Today nine hundred and fifteen participating phy-

sicians are still supporting that contribution—
concluded on next page
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guaranteeing service for the indemnity listed — a

contribution that no other community organization

or group of individuals has matched in any man-
ner.”

The inflationary era in which we live prompts

many demands, often excessive and unwarranted,

upon stable programs that seek to maintain a guar-

anteed service to specified groups. Physicians Serv-

ice will undoubtedly he subjected to such pressures,

but we are strong in our belief that our basic objec-

tives must he upheld. The problem of the lower in-

come group will always be with us, and the ex-

pressed decision of the medical profession through-

out this state to guarantee aid to those groups first,

must not he destroyed by those who would exploit

the service feature of the Plan to encompass larger

segments of the population at the expense of the

participating doctors.

If industry, as Doctor Ashworth noted in his

report, is prepared to support additional or ex-

tended coverage through wage contracts. Physi-

cians Service can provide it at a reasonable cost.

But anv expansion of coverage should be on an

indemnitv basis in fairness to all subscribers, as

well as to the participating physicians who have

from the beginning protected the interests of the

low income group, and at the same time agreed that

if the Plan could not at any time pay the benefits a

reduced payment would he accepted.

PHYSICIANS SERVICE IN 1957

concluded from page 141

tives of some eight hundred doctors of this state,

have thrust upon you, a duty and responsibility of

making a decision not onlv with due respect to the

best interests of this community, but also with re-

spect to the noble efifort to which you are dedicated

by tradition.

It is my sincere hope that you will be apprecia-

tive of the untold hours of labor that have gone into

not only this project of a new contract and extended

coverage, but the entire operation of your plan,

time given generously by doctors and layman alike,

and with due. impartial consideration to all. Condi-

tion. therefore, your considerations and delibera-

tions to the end that whether you believe it or not.

these proposals are brought to you with the basic

and best interests of the medical profession in mind

and, cushioned against any adversive or subversive

factor that would tend to lower our standards of

medical dignity, to what I will call an unprofes-

sional level.

Outstanding in the Nation

I am confident that you would hold me remiss,

were I not at this time to express for you a word of

gratitude to your committees, your directors, and

to the Executive Director. Mr. Saunders, his asso-
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ciate and administrative staff for their labors in

bringing about any accomplishment or success in

the year just ended:

( 1 ) Largest percentage of population enrolled in

country— 63.5% against Delaware with

62.5% ;

(2) Lowest operating cost of any plan— 5.1%;

Let me leave you with this thought quoted from
Stefan Hansen, an outstanding authoritv in the

insurance industry who uttered it only a little more
than one year ago. and whose envisionment of the

problems with which we are all concerned is most
applicable to our present task.

“Like any evolution, that of voluntary medical

care insurance has not been without self-interest

and sacrifice, hope and disappointment, blind allevs

and open roads, or without severe stresses and
strains. But it is the peculiar merit of the voluntarv

approach that problems can be localized and re-

solved by discussion and agreement.”

ON CERTAIN xMINOR INJURIES OF THE BRAIN
concluded from page 139

nature of the injury. Such an injury, for example,

is a glancing blow by a rifle bullet. Here, though the

skull seems to be intact, and even the scalp is only

grazed, cerebral contusion may be assumed to be

present, and operation advised, even in the absence

of symptoms.

\\ e have now reviewed a limited but very definite

and compact section of the great subject of head

injuries. This review has. I hope, illustrated to some
extent an important branch of cerebral pathology

—

the functional relations of the skull and brain—and

at the same time remained in close contact with the

practical realities of medical work.

Butterfield's

DRUG STORE
Corner Chalkstone & Academy Aves.

ELMHURST 1-1957

PATRONIZE JOURNAL ADVERTISERS
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AUTHENTIC ANTICHOLINERGIC ACTION

. . experimental and clinical studies . .

.

have demonstrated 1 many advantages."

Pro-BanthTne'
(brand of propantheline bromide)

Blocks Parasympathetic Hyperactivity, thus

Encouraging Mucosal Regeneration in Peptic Ulcer

Whenever it is necessary to alleviate

peptic ulcer pain and to control associ-

ated gastric hyperacidity and hypermo-

tility, Pro-BanthTne is the anticholinergic

chosen by a high percentage of physicians

throughout the United States and Canada.

Pro-BanthTne is preferred because it

rapidly relieves pain and hastens healing

with minimal side reactions.

Barowsky 1
reflects a large segment of

professional opinion when he states:

“We prefer to use Pro-BanthTne be-

cause we have had greater and more sat-

isfactory experience with it. Our experi-

mental and clinical studies with the drug

have demonstrated many advantages.

Apparently, not all the anticholinergic

drugs affect all the organs innervated by

the parasympathetic to the same degree.

Whereas, more extensive side-effects

have been encountered with relatively

smaller amounts of other drugs, fewer

patients experienced innocuous side

reactions with massive doses of

Pro-BanthTne.”

The initial dosage is one 15-mg. tablet

with meals and two tablets at bedtime.

For severe manifestations two or more

tablets four times daily may be pre-

scribed. Pro-BanthTne is supplied in

15-mg. sugar-coated tablets.

G. D. Searle & Co., Chicago 80, 111.

Research in the Service of Medicine.

1. Barowsky, H., in discussion of Barowsky, H.; Schwartz,
S. A., and Lister, J.: Experience with Short-Term Intensive
Anticholinergic Therapy of Peptic Ulcer, Am. J. Gastro-
enterol. 27.156 (Feb.) 1957.

2. Sun, D. C. H., and Shay, H.: Optimal Effective Dose of
Anticholinergic Drug in Peptic Ulcer Therapy, Arch. Int.

Med. 97:442 (April) 1956.
3. Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro-
BanthTne in the Treatment of Peptic Ulcer, Am. J. M. Sc.
232.156 (Aug.) 1956.

SEARLE
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DISTRICT MEDICAL SOCIETY MEETINGS

PROVIDENCE MEDICAL ASSOCIATION
The 111th Annual Meeting of the Providence

Medical Association was held at the Rhode Island

Medical Society library on Monday, January 6,

1958. The meeting was called to order by the presi-

dent. Doctor Thomas L. Greason, at 8:30 p.m.

Minutes of Previous Meeting

The president asked if there was a request for

the reading of the minutes of the previous meeting.

There was none.

Annual Report of the Secretary

Doctor Michael DiMaio, secretary of the Asso-

ciation. read his annual report for the year 1957, a

copv of which is made part of the official records of

the meeting. It was moved, seconded, and passed

that the report be received and placed on file.

Annual Report of the Treasurer

Doctor Frank 1. Matteo, treasurer, presented his

annual report which had been approved by the

Executive Committee. It was moved, seconded, and

passed that the report be received, approved, and

placed on file.

Annual Address of the President

Doctor Thomas L. Greason, president, presented

bis annual address on the subject of Observations—
Rhode Island Blue Cross and Physicians Service

in which he reviewed the history of the program

and criticized its inadequacy as regards benefits for

medical and mental illnesses. The address is made

part of the official minutes of the meeting.

Election of Officers for 1958

Doctor DiMaio, secretary, reported that he had

received no counter-nominations to the slate of

officers nominated by the Executive Committee to

serve the Association in 1958. He therefore moved

the election of the slate as submitted to the member-

ship with the notice of the December meeting.

Action: It was moved, seconded, and unani-

mously passed that the slate of officers nominated

by the Executive Committee be declared elected to

serve until the next Annual Meeting of the Asso-

ciation.

The slate is listed as follows:

Nomination of Officers for 1958

President Joseph G. McWilliams, m.d.

Vice-President John C. Ham, m.d.

Secretary Michael DiMaio, m.d.

Treasurer Frank I. Matteo, m.d.

Trustee of Medical Library (1 vear)

Francesco Ronchese, m.d.

Executive Committee (3 year terms)

Robert V. Lewis, m.d.

Arnold Porter, m.d.

House of Delegates

:

Charles J. Ashworth. M.D.

;

Irving A. Beck. M.D.
;
Alex M. Burgess. Jr., M.D.

;

Bertram Buxton, Jr., M.D.
;
W ilfred I. Carney,

M.D.
;

Francis Id. Chafee, M.D.
;
William B.

Cohen, M.D.
;
Harry E. Darrah. M.D.

;
Michael

DiMaio, M.D. ; William J. H. Fischer, Jr., M.D.

;

Frank D. Fratantuono, M.D.
; J. Merrill Gibson,

M.D.
;
John F. W. Gilman, M.D.

;
Seebert J. Gol-

dowsky, M.D. : Stanley Grzebien, M.D.
;
John C.

Ham. M.D.
;
Joseph A. Hindle, M.D.

;
Albert H.

Jackvony, M.D.
;
Walter S. Jones, M.D.

;
Ernest K.

Eandsteiner, M.D.; Joseph G. McWilliams. M.D.

;

W illiam S. Nerone, M.D.
;
Francis W. Xevitt,

M.D. ; Rudolph W . Pearson, M.D.
;
Arnold Porter,

M.D.
;
William A. Reid, M.D.

;
Louis A. Sage,

M.D.
;
W illiam J. Schwab, M.D.

;
James J. Sheri-

dan, M.D.
;
Stanley D. Simon, M.D.

Induction of New President

Doctor Greason appointed Doctors Daniel

Young and Donald DeXyse to escort Doctor Jo-

seph G. McWilliams, the new president, to the

rostrum.

Doctor McWilliams briefiv expressed his appre-

ciation to the membership for the honor accorded

him and he asked for continued support from every

member during the coming year. He also announced

that he would notify members of their appointment

to committees within the week. At the conclusion

of his remarks Doctor McWilliams, in behalf of the

Association, presented an engraved gavel to Doctor

Greason. the retiring president.

Doctor Greason thanked the Association for its

support during 1957 and for the gavel memento

presented to him.

Other officers elected were called upon to stand

and be recognized by the membership.
concluded on page 152
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C ertified milk in Providence during 1957 was
obtained from the following farms: Cherry

Hill Farm, North Beverly, Mass.
;
Hampshire

Hills Farm, Wilton, N. H.
;
Hillside Farm, Cran-

ston, R. I.

Through the courtesy and cooperation of the

Boston Commission we have accepted their certifi-

i cation of one farm from Massachusetts and one

from New Hampshire.

Bacteriological and chemical examinations of

i certified milk are made in the laboratories of Brown
University under the supervision of Professor

! Charles Stuart. During the past year approxi-

mately 315 samples have been tested and we had

no bacteria counts above the legal standard among
this group.

All of the herds are under State and Federal

i supervision and are free from Tuberculosis and
Brucella abortus infections.

The Commission, four years ago, discontinued

the sale of Raw Certified Milk in the Providence

market to conform with the standards in most of

the larger cities. The legal standard for Pasteurized

Certified milk is still 500 colonies per ml. and the

actual count on all samples examined by this Com-
mission the past year was 58 colonies per ml. The
prepasteurized count on this milk must be under

10.000 and actual count was 1 130 colonies per ml.

Vitamin D Certified Milk is defined as whole

Certified Milk rendered antirachitic by irradiation

or by the addition of a concentrate and shall be of

sufficient vitamin potency to show, by biological

assay, a content of at least 400 U.S.P. units per

quart.

The V isconsin Alumni Research Foundation of

Madison, Wisconsin, is doing the assaying of Vita-

min D from Hillside Farm and the results have

been entirely satisfactory. Two tests per year are

required by this Commission.

Certified Fat-free (Skim) Milk, containing not

more than 0.05 per cent butter fat, and with Vita-

min A added has conformed to the standards set

by the American Association of Medical Milk

Commissions.

EMr thirty-one years the samples of Certified

Milk have been analyzed in the Bacteriology De-
partment of Brown University under the expert

guidance of Professor Charles Stuart. Due to un-

foreseen circumstances it has been necessary to

terminate this community service. On November 5.

1957, the secretary of the Milk Commission wrote
the following to Professor J. Walter Wilson, of

Brown University, “It was voted that the secretary

convey to Brown University the sincere thanks of

the Milk Commission for the many years of service

rendered this committee by the unselfish and co-

operative work performed by Professor Stuart.”

Commencing November 1 1 the analysis of milk

samples will be performed by the Rhode Island

Quality Milk Association under the supervision of

Doctor Richard Parry.

Frank I. Matteo, m.d., Chairman

John T. Barrett, m.d.

D. William Bell, m.d.

George E. Bowles, m.d.

Bertram H. Buxton, Jr., m.d.

Harold G. Calder, m.d.

John E. Farley, Jr., m.d.

John P. Grady, m.d.

Henry E. Utter, m.d.

Reuben C. Bates, m.d., Secretary

MONTHLY AVERAGES OF CERTIFIED MILK FOR 1957

CHERRY HILL
H. P. HOOD

HAMPSHIRE
HILLS

HILLSIDE FARM

Pasteurized
Bac-
teria
per

B.F. T.S. C.C.

Skimmed
with Vit. A & D

Bac-
teria
per

B.F. T.S. C.C. B.F.

Raw
Bac-
teria
per

T.S C.C.

r

B.F

'asteurized

T.S.

Bac-
teria
per
C.C.

Pasteurized
Bac-
teria
per

B.F. T.S. C.C.

January 4.0 12.32 4 4.2 12.77 767 3.9 12.42 2 0.1 8.2 2 4.1 12.57 1130
February 4.0 12.32 4 4.2 12.72 213 3.9 12.25 5 0.1 8.3 5

March 3.9 12.28 2 4.2 12.71 237 3.9 12.19 2 0.1 8.0 3
April 3.9 12.17 2 4.2 12.62 66 4.0 12.42 2 0.1 8.2 78

May 3.9 12.27 3 4.1 12.49 83 4.1 12.39 18 0.1 8.2 25

June 4.0 12.37 3 4.1 12.71 54 4.1 12.45 70 0.1 8.1 133

July 3.9 12.26 5 4.0 12.30 69 4.0 12.29 82 0.1 8.1 39

August 3.9 12.11 13 3.9 12.13 72 3.8 12.04 138 0.1 8.1 177

September 4.0 12.21 5 4.1 12.65 53 3.8 11.99 10 0.1 8.2 102

October 4.0 12.39 27 3.9 12.29 61 4.0 12.15 11 0.1 8.1 15

November 4.0 12.90 7 4.8 13.69 10 3.9 12.40 37 .08 8.6 25

December 3.9 12.74 8 4.3 13.62 7 4.0 12.54 7 0.6 8.6 8

Yearly Average 3.9 12.36 7 4.2 12.72 141 3.9 12.29 32 0.1 8.2 51 4.1 12.57 1130
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DISTRICT MEDICAL SOCIETY MEETINGS
concluded from page 1 50

Report of the Executive Committee

Doctor DiMaio reported the Executive Com-
mittee had approved of the applications for active

membership of the following physicians and it

recommends their election by the Association

:

David M. Barry. M.D.
; J. Merrill Gibson, Jr..

M.D.. and Richard E. Xoon, M.D.
It was moved, seconded, and unanimously

adopted that the applicants he elected to active

membership.

Award of Membership Certificates

Doctor Greason awarded certificates of member-
ship to those physicians elected by the Association

at its December meeting.

Scientific Program

The president called upon Doctor Beck to give a

review of the scientific film to he presented. Doctor
Beck briefly discussed the medical motion picture

William Harvey and the Circulation of the Blood,

which the program committee had voted to present

in recognition of the anniversary vear of Doctor
Harvey's death.

Adjournment

At the conclusion of the showing of the film the

RHODE ISLAND MEDICAL JOURNAL
meeting was declared adjourned at 10:15 p.m.

Attendance was 86.

Collation was served.

Respectfully submitted,

Michael DiMaio. m.d.. Secretary

NEWPORT COUNTY MEDICAL SOCIETY
The January meeting of the Newport County

Medical Society was held at the Hotel Viking on

January 29. 1958. at 8 :00 p.m. Dr. Malone presided.

The speaker of the evening was Mr. Victor Pedo-

rella. a well-known accountant, who gave a very

interesting discussion of tax problems which was
followed by a lively question and answer period.

1 he minutes of the last meeting were read and
approved. Dr. Malone reported for the last meeting

of the Council which he attended for Dr. Adelson
and discussed the meeting which had taken place in

Georgia regarding Medicare.

The application of Dr. Henry L. Giard of Ports-

mouth was returned from the Censors with ap-

proval. Following a motion by Dr. Ciarla and a

second by Dr. Bestoso. Dr. Giard was accepted for

membership in the Society. The application of

Dr. Theodore E. Schuur of Portsmouth was sent

to the censors for consideration.

Dr. Edetcher stated that when meetings are

scheduled on the last Wednesday of the month it is

almost impossible to avoid conflict with the meet-

ings of the blouse of Delegates and suggested that

the new secretarv schedule meetings either the first

or if necessary the second Wednesday of the month.

The Society gave approval to this.

Election of new officers took place and the follow-

ing were elected to office :

President C. Barrus Ceppi. m.d.

First I 'ire President Jose Ramos, m.d.

Second I 'ice President. Donald B. Fletcher, m.d.

Secretary Frank J. Logler. m.d.

Treasurer Edward Zamil. m.d.

Councillor John M. Malone, m.d.

Delegates Philomen P. Ciarla. m.d.

Anthony T. Carrellas. m.d.

Censors Norman MacLeod, m.d.

Daniel Smith, m.d.

Meeting adjourned at 9:40 p.m.

Respectfully submitted,

Donald B. Fletcher, m.d.. Secretary
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The Achievement in Skin Diseases: In a study of 26 patients with severe

dermatoses, aristocort was proved to have potent anti-inflammatory and antipruritic properties,

even at a dosage only Vi that of prednisone.

1

. . . Striking affinity for skin and tremendous potency in

controlling skin disease, including 50 cases of psoriasis, of which over 60% were reported as

markedly improved2
. .

.

absence of serious side effects specifically noted.
1,2,3

The Achievement in Rheumatoid Arthritis: Impressive therapeutic effect

in most cases of a group of 89 patients
4

. . . 6 mg. of aristocort corresponded in effect to 10 mg. of

prednisone daily (in addition, gastric ulcer which developed during prednisone therapy in 2 cases

disappeared during aristocort therapy)/'

r n

1. Rein, C. R., Fleisehmajer, R., and Rosenthal, A. L.: J. A. M. A.

165:1821, (Dec. 7) 1957.

2. Shelley, W. B., and Pillsbury, D. M.: Personal Communication.

3. Sherwood, A., and Cooke, R. A.: Personal Communication.

4. Freyberg, R. H., Berntsen, C. A., and Heilman, L.: Paper

presented at International Congress on Rheumatic Diseases, Toronto,

June 25, 1957.

5. Hartung, E. F.: Personal Communication.

6. Schwartz, E.: Personal Communication.

7. Sherwood, A., and Cooke, R. A.: J.
Allergy 28:97, 1957.

8. Heilman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: Paper

presented at Nephrosis Conference, Bethesda, Md., Oct. 26, 1957.

9. Ibid.: Personal Communication.

10. Barach, A. L.: Personal Communication.

1 1. Segal, M. S.: Personal Communication.

12. Cooke, R. A.: Personal Communication.

13. Dubois, E. L.: Personal Communication.



The Achievement in Respiratory Allergies: “Good to excellent” results

in 29 of 30 patients with chronic intractable bronchial asthma at an average daily dosage of only

7 mg. 6
. . . Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. to control allergic rhinitis

in a group of 42 patients, with an actual reduction of blood pressure in 12 of these.
7

The Achievement in Other Conditions: Two failures, 4 partial remissions

and 8 cases with complete disappearance of abnormal chemical findings lead to characterization

of aristocort as possibly the most desirable steroid to date in treatment of the nephrotic syn-

drome. 8 ' 9
. . . Prompt decrease in the cyanosis and dyspnea of pulmonary emphysema and fibrosis,

with marked improvement in patients refractory to prednisone. 10 - 11 - 12
. .. Favorable response

reported for 25 of 28 cases of disseminated lupus erythematosus. 13

Triamcinolone
U9

LEDERLE

h-OH

Depending on the acuteness and severity of the disease under therapy, the initial

dosage of aristocort is usually from 8 to 20 mg. daily. When acute

manifestations have subsided, maintenance dosage is arrived at gradually,

usually by reducing the total daily dosage 2 mg. every 3 days until the smallest

dosage has been reached which will suppress symptoms.

Comparative studies of patients changed to aristocort from prednisone

indicate a dosage of aristocort lower by about Vi in rheumatoid arthritis,

by Vi in allergic rhinitis and bronchial asthma, and by Vi to Vi in inflammatory

and allergic skin diseases. With aristocort, no precautions are necessary

in regard to dietary restriction of sodium or supplementation with potassium.

aristocort is available in 2 mg. scored tablets (pink), bottles of 30;

and 4 mg. scored tablets (white), bottles of 30 and 100.

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER NEW YORK
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MEDICAL LIBRARY AT RHODE ISLAND HOSPITAL
continued from page 145

ing up the index need not be a burdensome task, if

only a few references are added daily. For a hos-

pital medical library, where time is frequently “of

the essence,” such a list is both useful and practical.

Work of the Librarian

With all the literature that is constantly pouring

in. it is obvious that someone must be responsible

for receiving it, cataloguing it. and making it avail-

able for the doctors who wish to see it. This is the

“housekeeping” side of the librarian’s job, but

there are other aspects of her work that are just as

important. (We refer to the librarian in general as

“she,” because most hospital librarians are women.
However, there is no reason why men should not

be attracted to this field.) Actually, her job can be

one of the most interesting in the hospital, and will

be as rewarding as she cares to make it. She has

access to the medical literature, which is fascinating

to watch. She has opportunities of working with

doctors and other hospital personnel who are stim-

ulating people to know
;
she has the privilege of

attending medical conferences and assisting in re-

search that is a challenge to her ability and re-

sourcefulness. It is not necessary that she should

have studied medicine, although some premedical

courses are needful, but she must be interested in it

and must familiarize herself with medical terms it"

she would succeed at her job. If the library is to be

organized and run so that it will he of most benefit

to the medical staff, the librarian must have had

basic training in library science, must know how
to catalogue hooks, teach the use of indexes, pre-

pare bibliographies, and know how to approach

research problems. In addition to this, she must
arrange for the binding of journals, for inter-

library loan, and for photostating or translating of

material, if needed. Typing is a most useful “ad-

junct." and if she can read any foreign languages,

so much the better. She cannot be a perfectionist

—

not in a hospital library—and she must learn to

steer a middle course between those who want her

to break all the rules for them, and those who would
criticize her for breaking any. She also has to decide

when she is really helping a doctor, and when she

may he hindering initiative. It is good to save the

time of the busy practitioner who has so many de-

mands upon him
;

it is good to provide literature

for clinics and conferences to stimulate further

reading, hut interns and residents, as well as people

writing original papers, should he encouraged to

do some of their own research. It is our feeling that

the librarian should always he willing to guide any-

one who needs help in finding material. She should

be willing to find references on a given topic for

those who have only a little time to spare. She
should also be willing to leave no stone unturned

RHODE ISLAND MEDICAL JOURNAL
in the search for elusive material. However, we do
not think she should be expected to prepare exhaus-

tive bibliographies covering everything that has

been written on a subject, nor should she encourage

people to lean upon her so much that they cannot or

will not find anything for themselves. We realize

that this is a matter of judgment, rather than of

strict rule, but fortunately, we have had verv little

difficulty in convincing people of the wisdom of our

policy. It is a privilege to be part of a research

team, but getting bogged down in the making up of

long bibliographies could soon become mere drudg-

ery. with no time left for anything else. ( Naturally,

we are speaking here of what should be expected of

a librarian as part of her job. If she wishes to work
on special projects for individual doctors on her

own time, that is another matter.) In summary, if

the librarian loves her work, she will find it most

rewarding, and if she is interested in people, she

will probably be happier in a hospital library (where

reference questions are related to patients ) than in

a large impersonal medical center. Her education

(like the doctor’s) must go on. Attending medical

conferences, lectures and clinics should be con-

sidered not only a privilege, but a duty, if she wants

to understand the activities that are going on all

around her. The realization that her work is also a

contribution toward patient care gives inspiration

and meaning to her job. This is the basic concept,

the ideal of hospital library service that must not

be lost sight of.

Relation of the Library to Patient Care

The relationship between library service and care

of the hospital patient is an indirect one—through

the doctor—but this is quite important. Let us say

at once, however, that we do not wish to imply for

one moment that doctors could not treat patients

without recourse to the literature first. But there are

questions that constantly arise, particularly with

regard to the use of new drugs, the diagnosis of

rare or puzzling diseases, or the use of an unusual

surgical technique, where having the literature at

hand for reference is most helpful. For instance,

physicians on rounds do not always agree as to the

diagnosis or the best method of treatment for a

particular case. They may want support for their

opinions in order to convince their colleagues.

Often they will send to the library for a text or

journal to verify a statement. Again, interns and

residents cannot be expected to know everything

about the symptoms of each disease—as, for that

matter, who can?—and they are often referred to

the library by their more experienced chiefs to read

about some particular problem. They can do this

and still be on call if needed on their units. This

may also work in reverse. Many times, one of the

chiefs will come in to see a paper that some enthusi-

astic resident has noticed in the recent literature
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on anatomy to help him in identifying some
anomalous blood vessels. This was useful for

comparison, as well as for the instruction of

the residents who were assisting him.

3. A biochemist was asked by one of the doctors

to perform a diagnostic test that is rarely used

and that was unfamiliar to him. None of his

own textbooks gave the technique. A check of

our index in the library showed that the test

had been described in one of the older pedi-

atric journals which he could then consult

immediately. Valuable time was saved by his

not having to send out for this material.

We could continue with other examples, but these

illustrate the point we are trying to make. Many
times, before an operation, a surgeon will come into

the library to review the technique that he plans to

use—especially with regard to the improvement of

some detail. Many times, before a new drug is

ordered, an internist will come to see what the ex-

perience of others has been with regard to it

—

especially if any toxic side effects have been en-

countered.

But if the library’s only contribution to patient

care were the saving of the physician’s time and

energy, we feel that it would still he worthwhile.

When so many demands are made upon doctors,

their time is most precious. If they had to search
concluded on next page
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I and called to his attention. For medical conferences,

j

journal clubs and clinics, the librarian often puts

aside basic reading material—classic papers as well

as the most recent reference—to stimulate interest

I in the subject to he discussed. Doctors with only a

' few moments to spare will often come in before

i such a conference to glance through these articles

and “brush up’’ on the type of case to he presented.

The Library in Emergencies

Most of our service falls into a more or less

routine pattern, and we make no claim of saving

lives or anything heroic, yet there have been in-

stances when having a library on hospital premises

j

has been essential. Here are a few examples of

, actual situations that have proved this.

1 . A doctor in the accident room suspected that

a rare kind of poison had been used in a case

of attempted suicide. He came to the library

in the small hours of the morning to make a

quick check of our books on toxicology to see

how his suspicions could he verified and what
the best antidote would be. No outside library

would have been open at that hour, nor could

he have been spared long enough to make the

trip, if it were.

2. A surgeon performing a complicated splenic

operation sent for one of our illustrated hooks
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for all the references that they want to see, much
of their reading wouldn’t he done. As to whether

they make use of the library, our records show
that during the past year approximately one thou-

sand questions were submitted to the librarian.

This figure does not include work done by individ-

ual doctors, which cannot be tabulated. To anyone

who questions the need for a medical library in

hospitals, this should be convincing evidence.

Problems— Library Hours and

Unauthorized Borrowing

If a hospital library is to be of use to the medical

staff, it must be available when they need it. In a

busy metropolitan hospital or teaching center such

as ours, this is likely to be at, all times, or twenty-

four hours a day. But there are bound to be periods

(especially late at night and in the small hours of

the morning) when there is no one to supervise

the library. How can reference material be made
available at those times, yet still be protected from

loss through unauthorized borrowing? Various

hospitals try to solve this problem in different ways,

some by an overnight sign-out system, some by

locking up the library and leaving the key where

doctors may borrow it. some by having students or

volunteers on duty evenings and week ends. Each
hospital must work out this problem in the way
best suited to its needs. Perhaps our experience in

this matter may be helpful.

Our library is in constant use both day and night.

Twenty-four hour, or even twelve-hour supervision

has not been possible, and locking it up is most

inconvenient for everyone. We dealt with the prob-

lem of unauthorized borrowing by placing the mat-

ter squarely in the hands of the interns and resi-

dents through their House Officers’ Association.

After much discussion, the boys agreed that they

really wanted and needed a good library : also that

no librarian could be expected to stay if they would

not respect rules
; and that it was not fair to ask the

administration to appropriate funds to replace miss-

ing books, merely for the private ownership of

careless or selfish individuals. Consequently, they

put themselves voluntarily on the honor system,

pledging that, if the library were kept open at all

times, they would not take books or journals away
from it without special permission. Anyone who
refused to cooperate or was antagonistic, would be

interviewed privately by a special Committee on

“persuasive” measures. The Library Committee

gladly accepted their promise, and from that time

on, our losses have been minimal. We, on our part,

began to provide duplicate copies of basic texts in

some of the specialties that might be borrowed for

study, and we also agreed to purchase some expen-

sive books that we had hitherto been reluctant to

buy. All this happened more than three years ago,

but the system is still working well. New interns

RHODE ISLAND MEDICAL JOURNAL
and residents are informed of our policies when
they first arrive, and so far. they have been willing

to respect and accept them. We certainly make no
claim that nothing is ever missing, but our records

bear favorable comparison with those of libraries

that are fully supervised. And the advantage of

having the library open at all hours for reference

far outweighs the small losses that we have sus-

tained. To some people, this solution of our prob-

lem may seem too idealistic. We can only say that

it has worked here, and that we can certainly rec-

ommend it for trial.

The Medical Staff

Since the visiting men have access to the library

of the Rhode Island Medical Society for material

that they want on loan, they are not expected to

borrow from us. This is their own rule, and ex-

perience has shown the wisdom of it. They them-

selves prefer that books and journals belonging

here should not leave hospital grounds. Most of

them subscribe to the literature that they wish to

see regularly
;
other material can be put aside for

them on reserve, to be read here, or a photostat

copy can be made of a paper that they may want

for their private files. As for the relation between

the library and the medical staff, the encouragement

and support that they have given to our work has

been unfailing. We owe them much more than can

be recorded here. Through their staff association

they have made liberal contributions toward the

purchase of new books and the binding of our

journals. Individual physicians have also made us

generous gifts, in some cases valuable sets of bound

volumes from their own libraries. Working with

doctors has been stimulating and instructive—even

an inspiration at times when we realized the im-

portance of what they were trying to accomplish.

In fact, we would say that the experience of help-

ing them is one of the most practical ways for a

medical librarian to get her training. Formal

courses may lay the groundwork, but the very best

teachers are the doctors themselves.

This, then, is our medical library at Rhode Island

Hospital
;
these are the concepts by which it oper-

ates. It is not the creation of any one person or

group of persons. All of us, working together have

tried to make it a useful part of the hospital’s pro-

gram. and a contributing factor in patient care.

Many changes have occurred since our first library

in 1868. Many more will come before 1968. But no

matter what form the library of tomorrow may

take, if we hold to the principles of service that

have guided us in the past, we may look to the

future with confidence.
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HOUSE OF DELEGATES
of the

RHODE ISLAND MEDICAL SOCIETY

Report of Meeting held on January 29, 1958

Ameeting of the House of Delegates of the

Rhode Island Medical Society was held at

the Medical Library, Providence, on W ednesday,

January 29. 1958. The meeting was called to order

bv the president. Doctor George W . \\ aterman,

at 8 p.m. The following delegates were in at-

tendance :

Bristol County: Ulysse Forget. M.D. Kent

County: Peter C. Erinakes, M.D.
;
Edmund T.

Hackman. M.D.
;
Russell P. Hager. M.D. Xcw-

port County: Henrv Brownell. M.D.
;
Charles A.

Serbst. M.D. Pawtucket District: Robert C.

Haves. M.D. ; Earl F. Kelly. M.D. ; Harold A.

Woodcome, M.D. ; Hrad A. Zolmian. M.D. IVash-

ingtou County: James A. McGrath. M.D.
;
Samuel

Farago, M.D. Woonsocket District: Joseph A.

Bliss, M.D. Officers of the RIMS (other than

delegates) : George W . Waterman. M.D.
;
Francis

B. Sargent. M.D. ; Thomas Perry, Jr., M.D. ;
John

A. Dillon, M.D. Immediate Past President of

RIMS: Charles L. Farrell. M.D. Providence

Medical Association: Charles J. Ashworth. M.D.

;

Irving A. Beck. M.D. ; Alex M. Burgess, Jr., M.D.

;

Bertram H. Buxton. Jr.. M.D. ;
Wilfred I. Carney.

M.D.
;
Francis H. Cliafee. M.D.

;
William B.

Cohen. M.D.
;
Harry E. Darrali. M.D. ;

Michael

DiMaio. M.D.
;
W illiam J. H. Fischer, Jr.. M.D.

;

Frank D. Fratantuono, M.D.
; J. Merrill Gibson.

M.D.
;
John F. W . Gilman. M.D. ; Seebert J. Gol-

dowsky. M.D. : Stanley Grzebien, M.D.
;
John C.

Ham. M.D.
;
Joseph Hindle, M.D.

;
Walter S.

Jones. M.D.
;
Ernest K. Landsteiner, M.D.

;
Joseph

G. McWilliams. M.D.; William S. Nerone. M.D.

;

Francis W . Xevitt. M.D. ; Arnold Porter. M.D.

;

William A. Reid. M.D.; Louis A. Sage. M.D.

;

William J. Schwab, M.D.
;
James J. Sheridan.

M.D. ; Stanley D. Simon, M.D.
Also present was the executive secretary. John

E. Farrell, and several members of the Society not

delegates.

REPORT OF THE SECRETARY
Doctor Thomas Perry, J r., secretary, noted that

his report had been submitted to the House in

advance of the meeting.

.let ion: It was moved that the Report of the

Secretary as submitted in the handbook to the dele-

gates be received and that the actions of the Council

noted therein he approved. The report of the Secre-

tary is incorporated as part of the official minutes of

this meeting. The motion was seconded and

adopted.

Recommendations from the Council

The secretary reported that the Council recom-

mended that

1. The official representatives of the Society on

the Board of Directors of the Rhode Island Blue

Cross for 1958 be Doctor Charles J. Ashworth and

Doctor Charles L. Farrell.

Action: It was moved that the recommendation

he adopted. The motion was seconded and passed.

* * *

The Council recommended that

2. A proposal for certain surgical fees as re-

quested by the Crippled Children’s Division of the

State Department of Health, as follows :

For repair of cleft lip $150 per operation

For repair of cleft palate $150 per operation

be submitted to the House of Delegates for its

consideration.

Action: It was moved that the recommendation

be adopted and the fees as noted therein he ap-

proved. The motion was seconded and adopted.

Annual Report of the Treasurer

The president noted that the annual report of the

treasurer for the year 1957 was included in the

handbook submitted to the delegates.

Action: It was moved that the annual report as

submitted be approved and placed on file. The mo-

tion was seconded and adopted.

Nominees for Physicians Service

Board of Directors

The secretary noted that there were four (4i

nominations to be made by the House of Delegates

of the Corporation of Physicians Service for Direc-

tors to serve three-year terms on the Board of Di-

rectors of the latter Corporation.

The following were placed in nomination:

Charles L. Farrell. M.D.. Pawtucket: Henri E.

Gauthier. M.D., Woonsocket
;
Frank Logler, M.I).,

Newport : Frederick Eckel, M .1).. W esterly ;
Frank

D. Fratantuono, M.D.. Providence.
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Action: It was moved that the nominations he

closed. The motion was seconded and adopted.

On a written ballot Doctors Farrell, Gauthier,

Logler and Eckel were elected as directors of Phy-

sicians Service to serve until the annual meeting of

the Corporation in January, 1961.

* * *

Recess

The president announced that the House of Dele-

gates would recess in order that the annual meeting

of the Corporation of the Rhode Island Medical

Society Physicians Service might he held. Recess

was at 8 :35 p.m.

* * *

House Reconvenes

The House of Delegates was reconvened at 10:15

P.M.

Report on Medicare Program

The president noted that a summary of the pres-

ent status of the medicare program had been in-

cluded in the handbook submitted to the House of

Delegates. He asked for a decision on the questions

submitted in this report.

Doctor William A. Reid reported on the medicare

conference held by representatives of eleven (11)

states at Atlanta, Georgia, in January.

The subject was discussed at length.

Action: It was moved that the Medicare Com-
mittee of the Society as named by the president

negotiate with the Office of Dependents’ Medical

Care for a program in Rhode Island to he operated

on an indemnity basis, and also that the Society

pledge its complete assistance to the Office of De-

fense and to the Office of Dependents' Medical Care

in the operation of such an indemnity program by

establishing a special Professional Advisory Com-
mittee to advise and assist the government as ap-

propriate on matters within the scope of the pro-

gram.

Report on Service Benefit Programs

A motion was made that the policy he adopted by

the House of Delegates that there he no further

extension of service benefit plans as regards the

Physicians Service program. The motion was
seconded.

The motion was overwhelmingly defeated on a

division vote.

Proposed Radiation Protection Act

Doctor Ernest K. Landsteiner reported on the

suggested State Radiation Protection Act, copy of

which had been submitted to the delegates in their

handbook. He explained the reasons for such legis-

continued on next page
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lation and he reported that the Council of the So-

ciety had appointed a committee t* > consider the leg-

islation and make recommendations. He stated that

the committee consisting of himself. Doctor For-

sythe, and Doctor Robert Rosin recommends that

the House of Delegates reque>t the State Atomic
Energy Commissi* >n t< > incorporate in the suggested

Act the following

:

1. A provision that nothing shall be contained in

the Act to restrict the use of radiation equip-

ment or radio active isotopes in the practice of

medicine nor would anything be contained in

the Act to interfere in any way in the practice

of medicine.

2. That provision be contained in the Act rela-

tive to the inspection of radiation equipment

owned and used by physicians to provide that

the inspection be done by a health physicist

adequately trained who would be in the em-
ployment of the State Department of Health

or by a properly qualified health physicist

chosen by the individual physician to inspect

his equipment at his own expense, with all

report> to be filed with the State Department

of Health.

3. That complaints relative to the radiation

equipment owned and used by physicians be

referred to a medical radiation protective ad-

visorv committee of five members appointed

NEW!
OVERHEAD EXPENSE POLICY
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insurance to do its job properly.

The remarkably low premium
for this plan, which

PAYS YOUR
PROFESSIONAL EXPENSES

when you are disabled, is

TAX DEDUCTIBLE!
Literature and information
supplied on request by
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by the Director of Health from a list of ten

physicians nominated for such a committee In

the House of Delegates of the Rhode Island

Medical Society.

4.

That nothing in the regulations shall be con-

strued to limit the kind and amount of radia-

tion that may he intentionally applied to a

person for diagnostic or therapeutic purposes

by. or under the direction of. a doctor of

medicine.

Action: It was moved that the report of the radia-

tion Protection Committee and the recommenda-
tions submitted be adopted. The motion was sec-

onded and passed.

Chapin Hospital Report

The president noted that the recommendations
of Doctor Anthony J. Rourke. hospital consultant

who was retained by the state to survey the future

of Chapin Hospital, had been submitted to the

House of Delegates in their handbook.

Doctor Hannibal Hamlin, with the permission of

the House, discussed some of the recommendations

that had been submitted. Doctors Thomas Perr\

.

John C. Ham and Russell Hager also discussed the

report, and in particular the problem of housing

contagious disease cases in the various hospitals of

the state.

Action: It was moved that the president l>e

authorized to appoint a committee to study and

consider all aspects of the Chapin Hospital situa-

tion. The motion was seconded and adopted.

Report on Osteopathic Legislation

Doctor Charles L. Farrell discussed the proposed

amendment to the Osteopathic Licensure Regula-

tions in Rhode Island. He noted that the complete-

file on the legislation had been submitted to the

Delegates in their handbook.

He reported that the amendment as proposed by

the Rhode Island Osteopathic Society had been

passed this day by the Rhode Island Senate.

Action: It was moved that the report on the

osteopathic legislation be received and placed on file.

The motion was seconded and adopted.

Report from W ashington Count i Medical Society

The president noted that the report from the

W ashington Countv Medical Society of actions

taken at its meeting on October 9. 1957. had been

submitted to the delegates in their handbook.

Action: It was moved that the report be received

and placed on file. The motion was seconded and

adopted.

Report of Child School Health Committee

The president noted that the report on Child

School Health had been submitted to the delegate>

in their handbook.
continued on page 164
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continued from page 162

Action: It was moved that the report he placed

on file. The motion was seconded and adopted.

Report of Maternal Mortality Committee

The president noted that the report on maternal

mortality had been submitted to the delegates in

their handbook.

Action: It was moved that the report be placed

on file. The motion was seconded and adopted.

Report of Veterans Affairs Committee

The president noted that the report on Veterans

Affairs had been submitted to the delegates in their

handbook.

Action: It was moved that the report he placed

on file. The motion was seconded and adopted.

Regulations Regarding Insurance Coverage

of Blood Transfusions

Doctor Thomas Perry briefly reported on a reso-

lution adopted at a joint meeting on December 11.

1957, of the Blood Bank Committee of the Society,

the Rhode Island Blood Bank Directors Associa-

tion. and the Rhode Island Society of Pathologists,

copy of which had been submitted to each member
of the House.

Action: It was moved that the resolution as sub-

mitted regarding insurance coverage of blood trans-

fusions he adopted. The motion was seconded and

adopted. The resolution was made part of the offi-

cial minutes of the meeting.

Adjournment

The president declared the House adjourned at

1 1 :45 p.m.

Respectfully submitted,

Thomas Perry, Jr., m.d., Secretary

* * *

REPORT OF THE SECRETARY
The Council has held two meetings since the last

assembly of the House of Delegates. Major actions

taken included the following:

1. The Veterans Affairs Committee was authorized to

hold a dinner meeting with representatives of the American

Legion, the Disabled Veterans, and the Amvets.

2. The Council suggested that the Committee on Scien-

tific Work consider Newport as a possible place for the

Interim Meeting in 1958, and that a date in September be

considered.

3. The chairman of the Industrial Health Committee

was named as the Society's official delegate to the National

Industrial Health Conference sponsored by the American
Medical Association, to be held in Milwaukee in January.

4. The executive secretary was appointed the Society's

representative on a special committee of the Pollution In-

formation Committee of Rhode Island.
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5. The secretary was instructed to remind the district

medical societies, through their secretaries, that the State

Society looks with disapproval on physicians of any com-
ponent societies who have been giving mass inoculations

contrary to the policy adopted by the Society.

6. The president was authorized to appoint a committee
of three to meet with representatives of the Rhode Island

Osteopathic Society to discuss legislative amendments pro-

posed by that Society, and report back to the Council.

7. The Council continued a special committee named to

assist trustees of a local union welfare fund in matters of

health and medical care for its membership.

8. A proposed health examination program submitted by

the Division of Public Assistance of the State Department
of Social Welfare was disapproved, and the Society’s Com-
mittee on Social Welfare was instructed to discuss the

Council’s position with Welfare Department officials.

9. A resolution relative to the free choice of physician

under the Medicare program of the federal government
was approved, and the Society’s delegate to the American
Medical Association instructed to present the resolution at

the A.M.A. Clinical Session at Philadelphia.

10. The secretary was instructed to extend an invitation

for a proposed New England Regional Medical Library

Association to use the facilities of the Rhode Island Med-
ical Society for a regional meeting in 1958.

11. The president was authorized to appoint a committee
to investigate and to report to the House of Delegates on a

proposed Radiation Protection Act for Rhode Island.

12. A resolution from the Rhode Island Society of

Pathologists was approved and the Council requested the

Division of Professional Regulation of the State Health

Department to enforce the statutes whereby clinical lab-

oratories would be prevented from reading Papanicolaou

slides for cancer diagnosis, and engaging in any other phase

of medical practice.

13. Legal counsel of the Society was authorized to rep-

resent the Society officially at a medical-legal conference

to be conducted by the American Medical Association in

Chicago in May, 1958.

14. The Council voted to express the appreciation of the

Society to the American Medical Association, Brown Uni-

versity, the Rhode Island Department of Education, and

the Providence School Department for their co-sponsorship

with the Society of the outstanding health education lecture

series held at Brown University in the fall of 1957.

15. The president was authorized to name a committee

of three to be advisory to the Rhode Island Chapter, Amer-
ican Physical Therapy Association.

16. Approval was given the request for cooperation of

the Society of a study of lung cancer deaths to be conducted

by the Federal Department of Health, Education and Wel-
fare jointly with the Rhode Island Department of Health.

17. The president was authorized to appoint a committee

to consider medical problems of the aging.

18. A resolution drafted by representatives of eleven

states, including Rhode Island, at a special meeting in

Atlanta, Georgia, urging joint support of a petition to the

appropriate Congressional Committees and the Secretary

of Defense to permit negotiation of an indemnity program
at the time of renewal of Medicare contracts was unani-

mously approved. (See resolution attached to Medicare

Report.)

19. The annual report for 1957 of the treasurer was

received, reviewed and approved.
continued on page 166
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continued from page 164

20. A resolution from Newport County Medical Society

endorsing Doctor Arthur King of Adamsville as "Rhode
Island Doctor of the Year" was voted to be placed on the

agenda of the April meeting of the House of Delegates, and
the Secretary was instructed to invite any other component
Society desiring to nominate a physician for such an honor

to submit such nomination prior to April.

21. The Chapin Hospital Study Report was reviewed

and referred to the House of Delegates for its consid-

eration.

Thomas Perry. Jr., m.d.. Secretary

He H:

Report of the Treasurer

The complete financial records of the Society

have been examined by Ward. Fisher and Com-
pany. certified public accountants. All receipts were

traced into the bank and canceled checks were

examined and checked to disbursement records.

Cash on deposit was confirmed by the bank. Totals

of duplicate deposit slips were verified and checked

to ledger accounts recording the various classifica-

tions of receipts. All ledger account additions were

verified. Salary checks were summarized for the

year, and compared to earnings records and payroll

tax returns.

The auditors have reported that in their opinion

“the records of the Society are carefully kept and
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are in sufficient detail to properly reflect its financial

operations.”

A summary of the financial statement for 1957

is as follows

:

Cash balance. Checking Account.

Industrial National Bank.

January 1, 1957 $ 9.957.24

Receipts, 1957 (Exhibit A) . 60.580.71

TOTAL 70.537.95

Expenses. 1957 (Exhibit B) 58.679.27

Cash balance. Checking Account,

Industrial National Bank,

January 1. 1958 $11,858.68

* jfc *

Total Cash ami Invested Assets. January. 1958:

Cash balance. Checking Account.

Industrial National Bank $11,858.68

Investments. Pooled Funds. Trust De-

partment (Exhibit C), Industrial

Nat l Bank, and Uninvested Prin-

cipal Cash 51.947.00

TOTAL $63,805.68

John A. Dillon, m.d.. Treasurer

j5s sj:

CHILD-SCHOOL HEALTH COMMITTEE
Early in December this committee met with Doc-

tor Donald A. Dukelow of the American Medical

Association and invited guests from the Rhode
Island Public School System to discuss the question

of "what is being done to recognize the gifted child

and what is being done for him in Rhode Island."

It was the concern of the committee that the Medical

Society might be derelict in its duty if we did not

recognize the problem and offer our services to the

school authorities. This meeting was more or le>.-

exploratory and we have offered the services of the

committee to the State Department of Health.

The lecture series, jointly sponsored by the Med-

ical Society. Brown University and the State De-

partment of Education, given to school teachers and

school nurses successfully ended early in December.

Ten recognized authorities gave the lectures. Ap-

proximately one half of them were members of our

local medical profession.

M e anticipate a future meeting with Doctor

Glidden Brooks, who is directing the National In-

stitute of Health Grant at Brown University, to

investigate the causes of the brain damaged child.

John T. Barrett, m.d.. Chairman
sjc sje

VETERANS AFFAIRS
The Veterans Affairs Committee of the Rhode

Island Medical Society met on Thursday evening.

21 November. 1957. at the Biltmore Hotel with two
continued on page 168
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continued from page 166

representatives of the American Legion, Mr. \\ al-

ter Hyde and Mr. Frederic Browning, and two

members of the Disabled American Veterans, Mr.
Maurice Pion and Mr. Rush. Following dinner, an

informal question and answer period with everyone

participating was carried on for approximately one

hour.

It was neither our purpose, nor desire, to pres-

sure our theories and beliefs on our guests, but

rather to ascertain their point of view on the prob-

lem of the non-service connected veterans’ hos-

pitalization.

While they agreed that there were abuses, both

on the veterans’ side of the problem as well as from

the medical side, they were definitely of the opinion

that the government owes the veteran medical care,

whether it he for service connected or non-service

connected disabilities. The tone of the meeting was
friendly throughout, and we felt that it was worth-

while to meet with them to discuss any future prob-

lems that our committee, or any other committee

of the Medical Society, might have pertaining to

them.

Richard P. Sexton, m.d., Chairman
jjc

MATERNAL MORTALITY COMMITTEE
This committee met on April 30. 1957, at which

RHODE ISLAND MEDICAL JOURNAL
time the ten maternal deaths during the year 1956

were analyzed and discussed thoroughly. Because
|

of the small number of deaths, which is the lowest

in the history of the state in spite of the largest

number of births, it was felt that the individual case

histories should not he published at this time, hut

that we would wait until we had accumulated a

group of cases for a period of perhaps three years.

1 n so doing, we might insure anonymity of the cases
|

and parties involved and have a larger number of

cases and causes which would have more statistical

significance. Because the statute of limitations is

two years in this state and because of the increasing

tendency to malpractice suits, we feel that caution

is essential in publishing any medical reports of this

nature. There has always been some resistance in

obtaining accurate case records for this committee

because of fear of litigation. However, we do seem

to he having less difficulty as the years go by. and

the educational value of these studies to the profes-
j

sion has become more apparent.

The major causes of death in the ten cases were

as follows

:

Cases

Pneumonia 3

Eclampsia 1

Rupture of uterine artery 1

Septic abortion 1

Myasthenia gravis 1

concluded on page 170
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RHODE ISLAND MEDICAL JOURNAL
RESOLUTION REGARDING INSURANCE
COVERAGE OF BLOOD TRANSFUSIONS

Cases

Intestinal obstruction 1

Severe burns 1

Multiple fractures, hemorrhage and
shock from auto accident 1

These were classified as :

Cases

Obstetrical 3

X on-obstetrical 6

Preventable 2

Xon-preventable 7

One case was unclassified due to insufficient data.

It is interesting to note that pneumonia which is

supposedly a curable disease in these days was the

major cause of death.

During the past year, the Council on Medical

Service of the American Medical Association has

published A Guide for Maternal Death Stud-

ies. This will enable the different states and mater-

nal mortality organizations to have more uniform

and accurate statistics for their studies. It has been

difficult in the past to compare statistics because of

the lack of unanimity of opinion as to what consti-

tutes a maternal or an obstetrical death. According

to our report, we have an obstetrical mortality rate

of 1.5 per 10,000 births which compares favorably

with the national average of 3.8 per 10,000.

Emphasis in the past has been on the prevention

of maternal mortality. With this reaching an almost

irreducible minimum, we must now turn to reduc-

tion of maternal morbidity as well. This has a direct

effect on perinatal mortality which should be our

next project. Rhode Island is a small state with a

concentrated population. It would be quite easy to

initiate such a study here. Your chairman with Dr.

William Bell recently attended a special meeting on

perinatal mortality in Philadelphia in December,

1957, held the day before the American Medical

Association convention there. There were repre-

sentatives from a large number of the states present.

It was very revealing to learn that so many cities,

counties, and states already had such committees

functioning. These committees were usually com-

posed of an equal number of obstetricians and

pediatricians with perhaps a consulting anesthesi-

ologist and pathologist. It would seem with the

small number of deaths to investigate now that the

Society might consider either changing the name

of this committee to a Committee on Maternal and

Perinatal Mortality or appoint an entirely new

Committee on Perinatal Mortality.

Stanley D. Davies, m.d., Chairman

WHEREAS

,

private national insurance carriers

(and until recently the Blue Cross of Rhode
Island) are offering provisions in their hospital-

ization insurance plans for cash payment of hospital

blood transfusion charges, and

WHEREAS, the present donor recruitment

methods employed by Blood Banks in Rhode Island

are successful largely through the stimulation to

blood donation resulting from the use of a penaltv

fee system (the present hospital charge for blood

is made up partly of a service fee to cover expenses,

and largely of a penalty fee which can be canceled

by replacement of blood by volunteer donors) and

WHEREAS, the insurance coverage provides

cash payment of all transfusion charges including

the penalty fee, and

WHEREAS, the widespread adoption of sucli

insurance carrier blood payment provisions would

in effect abolish the penalty fee system and with it

our successful volunteer blood donor programs, and

WHEREAS, the blood bank success in this area

is in direct relation to the percentage of volunteer
j

donors obtained, therefore

BE IT RESOLVED, that the Rhode Island

Medical Society be strongly urged to join with its

own Blood Bank Committee, and with the Rhode

Island Blood Bank Directors Association, and the

Rhode Island Society of Pathologists, in voicing

disapproval of this type of insurance provision

which is potentially very detrimental to the health

and welfare of the people of Rhode Island.

It is recommended further that notice of this

combined disapproval be forwarded by the Council

of the Rhode Island Medical Society to Blue Cross

of Rhode Island and to the State Commission of

Insurance Carriers.

E. P. Anthony, Inc.

Wilbur E. Johnston Raymond E. Johnston

178 ANGELL STREET
PROVIDENCE, R. I.

GAspee 1-2512
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TASTY-MONIALS
(Shamelessly Culled

From the Classics)

i

D

*36
Warwick Club
Ginger Ale Co., Inc.

"It Sings In The Glass"

). E. BRENNAN & COMPANY
Leo C. Clark, Jr., B.S., Reg. Pharm.

5 North Union Street Pawtucket, R. I.

SHELDON BUILDING

7 Registered Pharmacists

Curran & Burton, Inc.

INDUSTRIAL
AND WHOLESALE

COAL OIL
17 CUSTOM HOUSE STREET

PROVIDENCE, R. I.

DExter 1-3315

when anxiety and tension "erupts” in the G.

in spastic
and irritable colon

I. tract . .

.

PATH IBAMATE
Meprobamate with PATHILON® Lederle

Combines Meprobamate {400 mg.) the most widely prescribed tranquilizer., .helps control the

“emotional overlay” of spastic and irritable colon— without fear of barbiturate loginess, hangover or

habituation . . .With PATHILON {25 mg.) the anticholinergic noted for its extremely low toxicity

and high effectiveness in the treatment of many G.I. disorders.

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000.

‘Trademark ® Registered Trademark for Tridihexethyl Iodide Lederle

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK
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CHECK THE DATES!

Tuesday Evening
J C

May 13

and

All Day, Wednesday

May 14

147tli Annual Meeting

of the

Rhode Island

Medieal Society

MAGAZINE SUBSCRIPTIONS

Subscriptions for all types of magazines

including medical journals, also renewals

of subscriptions, arranged for your borne

and office.

RICHARD K. WHIPPLE, M.D.

25 Algonquin Rd. Rumford 16, R. I.

Tel. EAst Providence 1-2505
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a superior psychochemical

for the management of both

minor and major

emotional disturbances

• more effective than most potent tranquilizers

• as well tolerated as the milder agents

• consistent in effects as few tranquilizers are

Dartal is a unique development of Searle Research,

proved under everyday conditions of office practice

It is a single chemical substance, thoroughly tested and found particularly suited

in the management of a wide range of conditions including psychotic, psycho-

neurotic and psychosomatic disturbances.

Dartal is useful whenever the physician wants to ameliorate psychic agitation,

whether it is basic or secondary to a systemic condition.

In extensive clinical trial Dartal caused no dangerous toxic reactions. Drowsiness

and dizziness were the principal side effects reported by non-psychotic patients,

but in almost all instances these were mild and caused no problem.

Specifically, the usefulness of Dartal has been established in psychoneuroses with

emotional hyperactivity, in diseases with strong psychic overtones such as ulcera-

tive colitis, peptic ulcer and in certain frank and senile psychoses.

Usual Dosage • In psychoneuroses with anxiety and

tension states one 5 mg. tablet t.i.d.

• In psychotic conditions one 10 mg. tablet t.i.d.



new! multiple dose vials

for immediate effect

—

always carry one in your bag

Also available:

tablets, ampuls, Spansule 5

sustained release capsules,

syrup and suppositories.

*T M. Reg. U.S. Pat. Off. for prochlorperazine. S.K.F.

Smith Kline & French

Laboratories, Philadelphia
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/•7g/?/ Polio! . . .

See pages 202-203

Annual Meeting Program. . .

See pages 226-227 Volume XLI, No. 4

Table of Contents, page 181

(Magnesium Trisilicate and Colloidal Aluminum Hydroxide, Lilly)

Combines palatability with effectiveness^'

74v°
Triples everywhere

4,

In 12-ounce bottles at pharma

N <P'ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA. U.S.A. '
862204



unexcelled potency
and
unsurpassed efficac

j



it functional uterine bleeding

'unctionai uterine-bleeding is usually due

j failure of ovulation with sustained estrogenic

Simulation of the endometrium in the absence

f progesterone. The most effective type

f hormone in arresting a bout of functional uterine

feeding is a progestational agent. 1 Administered

rally, NORLUTIN produces presecretory to secretory

nd marked progestational endometrium in

to 14 days. 1 "'5 The return of normal menstruation

requently can be induced by continued cyclic

herapy with NORLUTIN during successive months.

case summary
A 44-year-old woman had spotting and bleeding

for 10 days. She was treated with NORLUTIN,

10 mg. twice daily for 4 days. Bleeding stopped

during medication and 24 to 72 hours after

cessation of therapy normal withdrawal

bleeding occurred.

References: (1) Greenblatt, R. B., & Clark, S. L.:

M. Clin. North America, Philadelphia,

W. B. Saunders Company (Mar.) 1957, p. 587.

(2) Greenblatt, R. B.: J. Clin. Endocrinol.

16:869, 1956. (3) Hertz, R.; Waite, J. H.,

& Thomas, L. B.: Proc. Soc. Exper. Biol, ir Med.
91:418, 1956.

T.M.

( norethindrone, Parke-Davis )

indications for norlutin: conditions involving deficiency

of progesterone such as primary and secondary amenorrhea,

menstrual irregularity, functional uterine bleeding,

endocrine infertility, habitual abortion, threatened abortion,

premenstrual tension, and dysmenorrhea.

packaging: 5-mg. scored tablets (C. T. No. 882), bottles of 30.

PARKE, DAVIS & COMPANY • DETROIT 32. MICHIGAN

40058
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new

improved

formula!

THERAGRAN
Squibb Vitamins for Therapy

expanded to include certain essential vitamins

extra value . .

.

at no extra cost to your patients

Theragran—the original and most widely prescribed

therapeutic vitamin preparation—is now expanded

to provide additional nutritional support for your

adult patients. In keeping with the proposals of in-

vestigators, such vitamins as B 12 ,
pyridoxine and

d-calcium pantothenate have been added to the

formula, and the ascorbic acid content has been in-

creased. These improvements in the Theragran for-

mula provide your patients with extra value at no

additional cost.

Each new, improved Theragran capsule supplies:

Vitamin A 25,000 U.S.P. Units

Vitamin D 1,000 U.S.P. Units

Thiamine Mononitrate 10 mg.

Riboflavin 10 mg.

Niacinamide 100 mg.

Ascorbic Acid 200 mg.

Pyridoxine Hydrochloride 5 mg.

d-Calcium Pantothenate 20 mg.

Vitamin Bj* activity concentrate 5 meg.

1 or more capsules daily as recommended by a physician.

Family Pack of 180. Bottles of 30, 60. 100 and 1000.

ALSO AVAILABLE

new! THERAGRAN JUNIOR
formulated for vitamin therapy in children and adolescents

as Theragran is formulated for adults.

THERAGRAN LIQUID
for patients who prefer liquid vitamin therapy

THERAGRAN-M
with extra vitamins and minerals

Squibb

•THERAGRAN* 1$ A SQUIBB TRADEMARK

Squibb Quality-

the Priceless

Ingredient
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ANNOUNCING

The Filmstrip Library
Of Scientific Exhibits

a unique new medical communications service — produced by the

Medical Education Department, Lakeside Laboratories, Inc.

Significant scientific exhibits at medical meetings throughout the nation

will be preserved on film ...permanently available for study by the

thousands of physicians anxious to keep up with the newest develop-

ments in medicine and surgery.

These filmstrips, together with recorded commentaries, will be given

on request to Medical Schools, County, State and Sectional Medical

Societies, not as a loan but as a permanent contribution.

ready now for distribution
Six widely acclaimed scientific exhibits selected from those at the 106th Annual

Meeting, American Medical Association, New York, June 3-7, 1957.

FILMSTRIP 1 Part I The Present Indications for Cardiac Surgery •

Robert P Glover, Julio C. Davila and Robert G. Trout (Philadelphia) • Billings Gold

Medal for excellence in the correlation and presentation of facts • Part II Oral

Organomercunal Diuretics • Sim P Dimitroff and George C. Griffith (Los Angeles)

FILMSTRIP 2 Part I The Hands in Arthritis and Related Conditions •

Darrell C. Crain (Washington, D. C.) • Certificate of Merit • Part I I Intra-

muscular Iron for the Treatment of Iron Deficiency Anemia in Infancy • Ralph O.

Wallerstein, and M. Silvija Hoag (San Francisco)

FILMSTRIP 3 Part I Bronchial Asthma • John W. Irwin, Irving H. Itkin,

Sandylee Weille and Nancy Little (Boston) • Honorable Mention Award * Part II

The Direct (Open) Surgical Repair of Congenital and Acquired Intracardiac Mal-

formations • C. W. Lillehei, H. E. Warden, R. A. DeWall, V L. Gott, R. D. Sellers,

M. Cohen, R. C. Read, R. L. Varco and O. H. Wangensteen (Minneapolis) • Hektoen

Gold Medal for originality and excellence of presentation in an exhibit of original

investigation

Officers of Medical Societies and Medical School libraries wishing to start their

library of Filmstrips of Scientific Exhibits now, should address their requests to:

EXHIBITS-ON-FILM, Medical Education Department, Lakeside Laboratories.

Inc., Milwaukee 1, Wisconsin

Individual physicians who wish to arrange showings such as at hospital staff meetings

should contact the secretary of their Medical Society or Medical School librarian.
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promotes

“early, clean and healthy healing
” 1

n

traumatic and infectious wounds

• burns (first, second, third degree)

• abdominal fistulae and wounds

• pressure sores and ulcers

• pilonidal cysts and sinuses

• ano-rectal wounds • chest wounds

Samples and new reprint 1 on request.

DESITIN CHEMICAL COMPANY
812 Branch Ave., Providence 4, R. t.

1. Grayzel, H. G., and Schapiro, S.: Western J. Surgery, Obstet. & Gyn., Oct. 1956.



APRIL, 1958 177

Monilial

If

overgrowth

is a factor

Combines Achromycin V with Nystatin

SUPPLIED:

CAPSULES contain 250 mg. tetracycline HC1
equivalent (phosphate-buffered) and 250,000

units Nystatin. ORAL SUSPENSION (cherry-

mint flavored) Each 5 cc. teaspoonful contains

125 mg. tetracycline HC1 equivalent (phos-

phate-buffered) and 125,000 units Nystatin.

Basic oral dosage (6-7 mg. per lb. body weight

per day) in the average adult is 4 capsules or

8 tsp. of Achrostatin V per day, equivalent

to 1 Gm. of Achromycin V.

Achrostatin V combines Achromycin! V
...the new rapid-acting oral form of Achromycin!
Tetracycline . . . noted for its outstanding

effectiveness against more than 50 different infections

. . . and Nystatin . . . the antifungal specific.

Achrostatin V provides particularly effective

therapy for those patients prone

to monilial overgrowth during a protracted course

of antibiotic treatment.

LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY. PEARL RIVER. N. Y.
Trademark fReg. U. S. Pat. Off.

I
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in threatened and habitual aborters

2 out of every 3

had live,

healthy babies
1

rationale:

noting that a "localized

capillary syndrome, asso-

ciated with hemorrhage",

is almost always present

in and indicative of

abortion, Taylor

i

administered C.V.P. in

C.V.P. is the original and exclusive bioflavonoid

compound containing the many active water-soluble

factors of the whole natural citrus bioflavonoid

complex. Readily absorbed and utilized, C.V.P. is

relatively free (due to special processing) of

hesperidin, naringin and other comparatively

insoluble and inactive flavonoids found in citrus.

19 habitual aborters and

35 cases of threatened

abortion.

C.V.P. helps to diminish

abnormal capillary

permeability, fragility

and resultant bleeding.

Each C.V.P. capsule or

teaspoonful (5 cc.) of syrup provides:

Citrus Bioflavonoid Compound .... 100 mg.
Ascorbic Acid (vitamin C) 100 mg.
Bottles of 100, 500, and 1000 capsules;

4 oz. 16 oz., and gallon syrup.

1. Taylor, F. A.: Western J. Surgery, Obstetrics

and Gynecology 64:280, 1956.

results:

2 out of every 3 deliveries

were uneventful, with

babies normal and healthy.

samples and literature from

u. s. vitamin corporation
(ARLINGTON-FUNK LABORATORIES, division)

250 E. 43rd STREET, NEW YORK 17, N. Y.



for simultaneously combating
inflammation, allergy, infection

(0.5% prednisolone acetate and 10% sulfacetamide sodium —
5 cc. dropper bottle)

(0.5% prednisolone acetate, 10% sulfacetamide sodium and
0.25% neomycin sulfate— !4 oz. tube)

for ocular

allergies

(U.zvo prednisolone

acetate and

0.3% Chlor-Trimeton®—

5 cc. dropper

bottle)

standard for ocular infections

(Sulfacetamide Sodium U.S.R — 5 and 15 cc. dropper bottles)

(15 cc. dropper bottle)

SCHERING CORPORATION BLOOMFIELD, NEW JERSEY

M-J -128
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• debilitated

• elderly

• diabetics

• infants, especially prematures

• those on corticoids

• those who developed moniliasis on previous
broad-spectrum therapy

• those on prolonged and/or
high antibiotic dosage

• women— especially if pregnant or diabetic

the best broad-spectrum antibiotic to use is

MYSTECLIN-V
Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) Sumycin plus Mycostatin

for practical purposes, Mysteclin-V is sodium-free

for “built-in" safety, Mysteclin-V combines:
1. Tetracycline phosphate complex (Sumycin) for superior

initial tetracycline blood levels, assuring fast transport of

adequate tetracycline to the infection site.

2 . Mycostatin—the first safe antifungal antibiotic—for its

specific antimonilial activity. Mycostatin protects

many patients (see above) who are particularly prone to monilial

complications when on broad-spectrum therapy.

Capsules (250 mg./250,000 u.). bottles

of 16 and 100. Half-Strength Capsules

(125 mg./l25,000 u.), bottles of 16

and 100. Suspension (125 mu./125,000
u.), 2 02 . bottles. Pediatric Drops (100

mg:./100,000 u.), 10 cc. dropper bottles.

Squibb

Squibb Quality—
the Priceless Ingredient

MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH

25 PATIENTS ON 25 PATIENTS ON
TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN

After seven days After seven days
Before therapy of therapy Before therapy of therapy

!•••
• • • • •

e • • • • • • » • • •
•

Monilial overgrowth (rectal swab) None Scanty 0 Heavy

Childs. A. J.: British M. J. 1:660 1956.
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now . .

.

unprecedented

Sulfa

therapy

SULFAMETHOXYPYRIDAZINE LEDERLE

New authoritative studies show that Kynex
dosage can be reduced even further than that

recommended earlier. 1 Now, clinical evidence

has established that a single (0.5 Gm.) tablet

maintains therapeutic blood levels extending

beyond 24 hours. Still more proof that Kynex
stands alone in sulfa performance—

• Lowest Oral Dose In Sulfa History—0.5 Gm.
(1 tablet) daily in the usual patient for main-
tenance of therapeutic blood levels

• Higher Solubility—effective blood concentra-

tions within an hour or two

NEW DOSAGE
The recommended adult dose is 1 Gm. (2 tab-

lets or 4 teaspoonfuls of syrup) the first day,

followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls

of syrup) every day thereafter, or 1 Gm. every

other day for mild to moderate infections. In

severe infections where prompt, high blood

levels are indicated, the initial dose should be

2 Gm. followed by 0.5 Gm. every 24 hours.

Dosage in children, according to weight; i.e.,

a 40 lb. child should receive 1/4 of the adult

dosage. It is recommended that these dosages

not be exceeded.

• Effective Antibacterial Range— exceptional

effectiveness in urinary tract infections

• Convenience—the low dose of 0.5 Gm. ( 1 tab-

let) per day offers optimum convenience and
acceptance to patients

Tablets:

Each tablet contains 0.5 Gm. (7M> grains) of sulfamethoxy-
pyritiazine. Bottles of 24 and 100 tablets.

Syrup

:

Each teaspoonful (5 cc.) of caramel-flavored syrup contains
250 mg. of sulfamethoxypyridazine. Bottle of 4 fl. oz.

1 Nichols, R L. and Finland, M.: J. Clin. Med. 49:410, 1957.

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER. NEW YORK
•Reg. U.S. Pat. Off.
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NILEVAR FOR PROTEIN TISSUE BUILDING

Protein Deficiency, a Hazard in

Surgical Patients, Reversed with Nilevar
51

With surgery made safe for the patient,

the patient may now be made safe for surgery.

NITROGEN LOSSES IN SURGICAL PATIENTS (after Rhoads*)

*COMPLETE DATA IN ORIGINAL ARTICLE (Rhoads, J. E.: Internal. Abst. Surg. 94:417 (May) 1952.)

Patients about to undergo extensive surgery 1

frequently have negative nitrogen balance and

protein deficiency. And after any severe trauma,

including extensive surgery, the rate of protein

breakdown is increased.

It is also well recognized that patients with a

strongly negative nitrogen balance are much
more prone to suffer delayed wound healing2 ,

secondary infections3
, shock2 and delayed con-

valescence4 .

The need for an effective protein anabolic

agent is stated by Moore and Ball5—“there is one

unbreakable rule of surgical convalescence: to

complete his recovery, regain strength and re-

turn to work the patient must come into positive

nitrogen balance.”

Nilevar (brand of norethandrolone) is a new
anabolic steroid which rapidly and effectively re-

verses or diminishes excessive protein catabolism

and nitrogen loss accompanying major surgical

procedures. The protein anabolic activity of

Nilevar is specific. There are usually minimal or

no androgenic side effects.

In addition to its use both preoperatively and

postoperatively, Nilevar is indicated in all con-

ditions in which excessive protein catabolism

(nitrogen loss) hinders or delays convalescence:

Recovery from pneumonia, poliomyelitis, se-

vere burns and fractures, and in the care of pre-

mature infants, decubitus ulcers and wasting

diseases such as cancer and tuberculosis.

The daily adult dose is three to five Nilevar

tablets (30 to 50 mg.). For children the daily

dosage is 1 to 1.5 mg. per kilogram of body

weight for the first ten days of treatment, after

which the daily dosage should be reduced in all

prepuberal patients to 0.5 mg. per kilogram of

body weight. Individual dosages depend on the

need for and the response to therapy. G. D.

Searle & Co., Chicago 80, Illinois. Research in

the Service of Medicine. References supplied on

request.
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Coca-Cola as
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ake Coke the

ived sparkling

< in all the world.

SIGN OF GOOD TASTE

Wherever you 90

forget your telephone

calls. We#
ll take them

for you, day or night.

MEDICAL BUREAU
of the

Providence Medical Association
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Therapeutic Nutrition in Chronic Disease

and the Medically Acceptable

Reducing Diet

In any medically acceptable reducing diet prescribed today,

meat can serve as an important nutritional component.

Curtailment of the daily calorie allowance must not deny

the patient the protein, vitamins, and minerals required for

good nutritional health. Fad diets which eliminate certain

basic foods can hardly be considered medically acceptable.

Calorie for calorie, no other commonly eaten food supplies

the quality and quantity of protein which lean meat pro-

vides. Its B vitamins and minerals are needed daily, regard-

less of calorie restrictions.

Even when coexistent pathological conditions require that

the calorie-reduced diet be further limited to foods low in

fiber or in sodium, meat fills the same important place in

each day’s food allowance. The fat content of lean meat is

relatively low, and meat can be prepared in various ways,

as called for by almost every special diet.

In any diet which must deviate from accustomed eating

habits, the taste appeal of meat makes it easier for the patient

to adhere to the restrictions imposed.

The nutritional statements made in this advertisement

have been reviewed by the Council on Foods and Nutri-

tion of the American Medical Association and found

consistent with current authoritative medical opinion.

American Meat Institute
Main Office, Chicago... Members Throughout the United States



CH,

I

CH,
I

H,C CH—CHCH= CH,

It has a high degree of clinical

safety. . . It is considered

to be the preferred antimalarial

drug for treatment of disorders

of connective tissue, because

of the low incidence of gastrointestinal

distress as compared to that

with chloroquine phosphate." 1

. . . Plaquenil is decidedly less toxic and better

tolerated by the average patient, even in high

dosage, than is chloroquine."2

CH,

I

NH CH CH,(CH,),N(CH,CH,),

. . • the least toxic of its class . . •
CH, 0

2HCI-2H.O

CH,

I

NH CH CH, CH, CH, N(C,H,),

Remarkably

effective

in

SIDE EFFECTS MARKEDLY REDUCED

DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaquenil sulfate daily.

Maintenance — 200 to 400 mg. (1 or 2 tablets) daily.
Write for Booklet

SUPPLIED: Tablets of 200 mg., bottles of 100.

I ERENCES:

icherbel. A.L., Schuchter, S.L., and Harrison, J.W.t Cleveland Clin. Quart. 24:98, Apr., 1957.
' >choch, A.G., and Alexander, L.J.: The Schoch section, Bnil. A. Mil. Dermatologists 6:25, Nov., 1956.
' '®™J£”EjTheodorejArch

;
Derrri»t

;
73^572

J
Juric

1
1956i_^_^^^^^^^^^^^^^^—

LABORATORIES
NEw tO«« IA h t.

A^abrine (brand of quinacrine), Aralen (brand of chloroqi^ae)
and Plaquenil (brand of hydroxychloroquine)



98 THE NEW ENGLAND JOURNAL OF MEDIC INE Jan. 9. 1958

me.taphosphate produced markedly higher blood levels

than capsules containing either the corresponding

base or the hydrochloride alone. In addition, the

average levels derived from the tetracycline base or

the chlortetracycline base were higher than those pro-

duced by the corresponding hydrochloride though

lower than those resulting from the mixture contain-

ing the base and sodium metaphosphate. In the study

with chlortetracycline0 capsules containing a mixture

of the hydrochloride and sodium metaphosphate were

also included in the crossover, and the average levels

produced by these capsules were the same as with the

mixture of chlortetracycline base with sodium meta-

phosphate.

Although the enhancement of blood levels of tetra-

cycline by phosphate, either complexed to the tetra-

cycline or mixed with the base or the hydrochloride,

thus seemed fairly well established, some doubts still

remained because certain reliable observers (includ-

ing many whose results have not been published)

failed to confirm the findings with the materials and

methods they used. Further confusion seemed to be

added by a subsequent report of Welch et al.,
7 who,

in repeating a crossover study with capsules of tetra-

cycline phosphate complex and tetracycline v'--rtrr

chloride with and without soHI-i*'

cycline base. Dicalcium phosphate and food resulted

in lower, and sodium metaphosphate in higher, serum
antibacterial activity than was observed in their ab-

sence. Oil and sorbitol did not interfere with tetra-

cycline absorption.

Dicalcium phosphate is widely used as a filler in

various capsules, including those of the tetracyclines.

The authors cite a large number of other studies that

implicate the presence of calcium ions as the cause of

the reduced absorption of tetracyclines and show that

citric acid can partially neutralize this effect. The
depressing effect of food on the serum levels of tetra-

cycline is likewise explained by the goodly amount of

minerals contained in commercial laboratory diets,

and they postulate that the multivalent cations may
be responsible for the poorer absorption of the drug.

The authors could not explain the failure of citric

acid to enhance serum concentrations when admin-
istered with tetracycline base in contrast to : ts marked
effect when given as the hydrochloride. However,
they hypothesized that the ability of citric acid to

enhance serum levels of tetra^ 'Toe
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than any other preP
aration

ieta-

ai

st ___
de

iwe^^roblished simul-

tanedttSWnmuie last mentioned report of Welch

et al.
7 These data were based on thoroughly con-

trolled studies both in rats
8 and in man" and include

additional findings that serve to explain, fairly con-

clusively, the various discrepancies that have been

mentioned.

'I'lie experiments in rats
8 were carried out to study

the effects of citric acid, dicalcium phosphate, sodium

metaphosphate, food, oil and sorbitol on the serum

antibacterial activity produced by the administration

of tetracycline hydrochloride or tetracycline base.

Citric acid administered in equal weight with tetra-

cycline hydrochloride gave the highest concentrations

of all the preparations studied. No enhancing effect

was obtained from citric acid when given with tetra-

lum to tne last mentioned paper of

*et al.
r indicates that in their study the capsules

tetracycline hydrochloride, chlortetracycline hydro-

chloride and tetracycline phosphate complex all con-

tained dicalcium phosphate as a filler, whereas the

capsules containing citric acid and sodium hexameta-

phosphate did not contain any dicalcium phosphate.

This could clearly explain the discrepancies noted in

that study. Likewise, the inconsistencies in other

studies may very well have been due to the presence

of calcium as fillers in some of the capsules and not

in others.

This, however, fails to explain the most recent find-

ings of Welch and Wright,10 who compared the ab-

sorption of three capsules, each containing 250 mg. of

oxytetracycline hydrochloride — one without any ad-

juvant, one with 250 mg. of citric acid and the third

with 380 mg. of sodium hexametaphosphate; no other

filler was contained in any of these capsules. In triple



ol. 258 No. 2

rossover studies, they asf

•cted one, three and six
’

>und that sodium hexa

eerage serum concenh
iree hours, whereas t

leerage levels of oxyte

•sted.
*

R
Eisner, H. J . Stirn. F.
Enhancement of serum le

/. Pharmacol. Exper . & It

Kaplan. M. A., Dickison.
F. H. New. rapidly abson
biotic Med. & Clin. The rap. >

. Welch. H , Lewis, C. N., St'

concentrations of three tetr
single oral dose in man. /
222. 1957.

Pulaski, E. J., and Isokane
blood serum, bile, and pro
ministration of tetracycline

drochloride. Antibiotic Me
. Welch, H., Wright, W \

blood concentrations follov

hydrochloride, tetracycline
metaphosphate. Antibio

. Welch. H., Wright W
following oral admit*
chlortetracycline b?
Antibiotic Med. &

. Welch. H Wriy
blood concentre
and chlortetra'

Therap. 4:62P
Dearborn, F
J. J.. and
sorption '

4:627-64
Sweene
J. M
certaii

1957.

. Welch
hexair

tered

4:735-

Editorial.

The New England Journal of Medicine.

258:97-99, (January 9) 1958

ACHROMYCIN-V
TETRACYCLINE HCI BUFFERED WITH CITRIC ACID

IS

tetracycline and citric acid

TOBA

Like ;

ionary-1

loves ar.

infused'
4

ites who
>untering of =.

itions about the

mtrived aggression

edical credentials, th

asons have become
-vealth of scientific «

chain smokers at

id reiterate that whe^
5 one has yet proved th.

iuse of cancer. Not con'

isition like that of those

ithout denying the “evl

terests have shown they'

re. Now, they have/
eluding that of one
obacco and Health, v

ooks at Smoking, di

LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY. PEARL RIVER. NEW YORK
*Reg. U. S. Pat. Off.



190 RHODE ISLAND MEDICAL JOURNAL

By proper planning , the fortunes of men can by-pass

chance, outlast the vagaries of time and endure for generations

His securities are “biting” too!

Surf fishing is a refreshing change of pace from
the routines of a busy medical practice. Here's

one doctor who can relax to the hilt without

worrying about the management of his investment

portfolio. His securities are in a Personal Agency
Account at Hospital Trust.

It means that he can devote full attention to

the job at hand — whether it’s surf casting or

prescribing medicine — because a full-time team
of investment men is carefully administering and
watching over his securities.

Why not investigate these benefits yourself?

Contact any Trust Department officer at 15 West-

minster Street, Providence or the manager of

the Hospital Trust office nearest you.

New England’s

Oldest Trust Company

Founded in 1867

Member Federal Reserve System • Federal Deposit Insurance Corporalion

OFFICES IN PROVIDENCE - CRANSTON - EAST GREENWICH - EAST PROVIDENCE - NEWPORT - PAWTUCKET • WOONSOCKET



The RHODE ISLAND MEDICAL JOURNAL
VOL. XLI APRIL, 1958 NO. 4

POST-TONSILLECTOMY AND ADENECTOMY DEAFNESS IN CHILDREN

CAUSED BY NONSUPPURATIVE OTITIS MEDIA*
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Cliief, Department of Otolaryngology ; and Edwin B.

Gammell, M.D., Surgeon, Department of Otolaryn-

gology, the Pawtucket Memorial Hospital.

,T1 he title refers to the time of the deafness and

not its cause. A more complete title would be

:

Subacute catarrhal otitis media occurring or re-

curring after the tonsil and adenoid operation.

Subacute catarrhal otitis media is usually asso-

ciated with disease of the nasopharynx, particularly

adenoids. Recurrent attacks of deafness with full-

ness in the ears, and often otalgia, is the most com-

mon symptom of this condition. That adenoids are

the usual cause of middle ear deafness in children

is recognized and adenoidectomy is performed to

afford relief. Less well known, because less publi-

cized, is a similar deafness occurring after the T. &
A. operation. This comes about largely because of

a regrowth of adenoid tissue associated with al-

lergy, a persistent nasopharyngeal infection, or a

combination of the two. Treatment is directed to

relieve the nasopharyngeal infection. The middle

ear is inflated and paracentesis is frequently per-

formed to evacuate middle ear fluid. Of course, the

frequency of allergy is recognized, and all cases are

examined to determine whether it is present and if

so appropriate treatment is carried out. Sinusitis in

children is often allergic in nature.

This study excludes deafness caused by suppura-

tive otitis media, congenital and nerve deafness,

and considers only deafness caused by nonsuppura-

tive otitis media, treated by radium.

Deafness due to either suppurative or non-

suppurative middle ear involvement shows a loss of

hearing for low tones. Formerly, suppurative otitis

accounted for nearly all cases of this type in chil-

dren. Fortunately, this has been nearly eradicated

by antibiotics. Unfortunately, there has been a

marked increase in deafness caused by the non-

suppurative type. The reason for this appears to be :

*Presentecl at the Dr. John F. Kenney Clinic Day of the

Pawtucket Memorial Hospital Interns’ Association, at

Pawtucket, Rhode Island, November 6, 1957.

1 )
Too great a reliance on antibiotics in the treat-

ment of acute otitis media. Paracentesis is

seldom done, although many cases are only

partially cured by the sulfas, myacins or peni-

cillin. Resistant organisms persist in the naso-

pharynx.

2 ) By changing the bacterial flora, the antibiotics

may contribute to a stubborn nasopharyngeal

infection favoring adenoid regrowth and

adhesions.

W hatever the cause, all too often, in from six

months to two years following the T.&A. opera-

tion, deafness begins. One school of thought feels

that the adenoid removal was not sufficiently thor-

ough
;
the other school holds that it was too thor-

ough, causing nasopharyngeal adhesions. The fol-

lowing study affords little support for either point

of view.

We have a therapeutic agent which will relieve

about 90% of these patients when used in conjunc-

tion with inflation of the Eustachian tube, and treat-

ment of the nasopharynx and allergies. Radium is

applied to the nasopharynx by a special applicator

containing 50 mgm of radium screened with monel

metal. Of the beta rays given off, 75% are absorbed

in the adjacent 3 mm of tissue, and practically all

is absorbed in the nasopharynx. In our series are 34

cases of deafness so treated
;
of which, for all prac-

tical purposes, 31 were cured. The ages of the pa-

tients ranged from 4 to 12 years. T.&A.’s had been

performed from six months to five years before the

appearance of deafness. There were at least 14 dif-

ferent operators, which means that about all of the

techniques commonly employed in T.&A.’s were

involved. There was a preponderance (58%) of

cases done at the age of four or under
;
only six cases

showed allergies.

Inflation of the tubes and treatment of the naso-

pharynx and nasal passages was instituted in even-

case. Radium was used according to the method

described by Crowe. Screened with monel metal.

50 mgm of radium was placed over each fossa of

Rosenmueller, and kept there for 12 minutes; this

was repeated two weeks later. After six months, it

continued on next page
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1 ) Normal. As an end result, this picture was approxi-

mated in 31 of the 34 cases ( X left ear. O = right ear )

.

2 ) Congenital — rubella ( X = left ear, O := right ear )

.

3) Nerve deafness — trauma (X = left ear. O = right

ear )

.
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is permissible to repeat this procedure, but we have
not done so. If the mass of pharyngeal adenoid is

large, this treatment is not employed. Surgical re-

moval is then preferable.

The pure tone audiometer is used in following the

course of these patients, to eliminate those who may
be unsuitable.

DATE

4) Typical secretory middle ear deafness, the type

under consideration. This is a case before treatment

( X = left ear, O = right ear )

.

5 ) Here is one of our failures, when middle ear ad-

hesions were irreversible (X = left ear, O = right ear).

In conclusion, I wish to emphasize that this is a

study of post T.&A. deafness in 34 children, and

that it represents a very small percentage of tonsil-

lectomies. Only those cases whose hearing re-

sponded to inflation are included. They are private

patients whose parents gave unstinted cooperation.

A similar list of clinic cases, now under study, will

not show such favorable results. It does not include

those cases in which the original T.&A. was done
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6) Another which came in six months after T.&A.
It is possible that the tube was occluded by the operative

procedure (X =r left ear, O = right ear).
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for relief of deafness, except when the deafness

recurred after months of relief, following the opera-

tion. Four cases fall into this group. This group

study ended January 1. 1957. Only one case of re-

current deafness from this group has occurred dur-

ing the succeeding ten months. This method of

treatment appears far superior to repeated ade-

noidectomies or X-ray therapy in this type of

patient.

SUMMARY
1 ) Recurrence of adenoid tissue after operative

removal is not unusual.

2) It frequently causes middle ear deafness.

3) Relief, after adequate treatment, is 90 per

cent certain.

EDWIN B. GAMMELL, M.D.

Deafness in children has many causes and various

degrees of severity, ranging from the child horn to-

tally deaf, to the one whose hearing loss can be

picked up only by an audiometer. Under considera-

tion in this present group are those whose hearing

is below the normal range, by audiometric and/or

other hearing tests, and in whom the basic impair-

ment is due to a blockage of the Eustachian tubes

from hypertrophied adenoid tissue, so that there is

partial, or total failure of the Eustachian tube to

ventilate the middle ear. This results in a hearing

impairment that has usually been considered to in-

volve mainly the low tones of the hearing range.

However, audiometric testing has shown many
cases where the high tones only were affected, and
the difficulty is not the usual perceptive difficulty of

auditory nerve impairment, but surprisingly is

found to lie due to adenoid hypertrophy. In other

cases, the so-called mixed type of hearing loss, with

involvement of both the high and low tones, is pres-

ent. As a standard for all cases, the hearing test by
audiogram is normal if the various tones are heard

within ten decibels aliove or below the zero line.

Testing with tuning forks determines the type of

hearing loss present, and usually gives a fairly ac-

curate test of the child’s reaction to individual

sounds. Where there is question of involvement of

the auditory nerve or higher centers, the child is

tested witli recorded words from specially prepared

high fidelity phonograph records played on a care-

fully calibrated phonograph. This discloses those

who are careless or inattentive, or where there is

actual nerve impairment. The examiner is able to

get a good general impression of the child’s hearing

from first, the history as given by the parents

;

second, the report of the child’s progress, his con-

duct in school, kindergarten and at home; thirdly,

the appearance and response of the child to conver-

sation during the initial physical examination.

The type of case which is being discussed in this

report comes with a history of having had the ton-

sils and adenoids removed
;
or when first seen, the

tonsils and adenoids are found diseased and are re-

moved
;
later, the parents bring the child back, and

frequently are somewhat apologetic, but they now
report that the child is thought, usually by others, to

have a hearing problem. The family often try to

attribute it to the inattention common to the age

group of their child, to too great intentness with

reading, television, or other entertainment, or in

many cases, a card has been received from school,

reporting that the child has failed the hearing test.

The family gives the history of the tonsil and ade-

noid removal, plus any other intercurrent illnesses,

and in some of the present group of cases, the sur-

gery was done by the examiner, so that the exact

status of the patient before and after the surgery

is known.

At the initial examination, the ear canals, drum
membranes, and middle ears are examined for any

gross changes. The hearing is tested by tuning forks

and conversation. The nasal passages and naso-

pharynx are examined before and after anesthesia

and shrinkage of the nasal mucosa with cocaine

solution. The nasopharynx is examined with a naso-

pharyngoscope which affords a view of the Eusta-
continued on next page
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chian tube openings and the rest of the naso-

pharynx. Catheterization of the Eustachian tubes

and inflation of the middle ears is done when indi-

cated. The mouth and pharynx are examined and

the nasopharynx visualized by a mirror held in the

oropharynx. The child is then given audiometric

tests by one of the office technicians, so that as im-

partial a report as possible is secured. Where there

is a disparity between the tests, or the child is not

cooperative, or becomes tired and inattentive, it is

better to have him return for completion of the ex-

amination or for repeating any of the testing that is

unsatisfactorv or inconsistent with the history

and or other findings. The repeated experience of

finding an undisclosed or undiagnosed nasal allergy,

and the marked effect which it has on the results of

the testing and the results of any type of therapy,

has made it mandatory to attempt to ask pertinent

questions of the parents, to prevent the confusion of

blockage due to adenoid hyperplasia with blockade

due to edema of the mucosa from a flare-up of the

nasal allerg}'. However, it must be understood that

the two frequently coexist, which makes it impor-

tant to diagnose and treat the nasal allergy. The
hypertrophy and regrowth of adenoid tissue in al-

lergic children, with instances requiring multiple

removals is well known, and consequently, the par-

ents of such children who are about to undergo

primarv or secondary surgerv of this tissue should

be warned of this possibility before such surgery is

performed. Similarly, the parents of children who
have been selected for radiation treatment should

also be warned of the possibility of a less than per-

fect result if the allergic condition is not treated

and controlled.

Since Farrior 1 published his findings of lvmphoid

tissue scattered throughout the greater portion of

the Eustachian tube, and other authors have de-

scribed its effects at the lower portion of the tube,

we must accept this basic pathology in order to

evaluate some of the various opinions which have

been expressed.

Since Crowe2 and his group at Johns Hopkins
University, first described the treatment of the re-

current adenoid tissue in the nasopharynx, and the

results of their experiments and the treatment of

these cases with a newly devised type of radium

applicator, there has been gained a considerable

amount of experience. The original work was
started in 1924, and since that time many thou-

sands of patients have been examined and treated

for this condition. The presence of adenoid re-

growth in the nasopharynx and Eustachian tubes,

and the part played by this tissue in causing hearing

impairment, is not recognized and not given its true

importance by many physicians, including many of

those physicians treating large numbers of children.

In 1946. Doctor Crowe reported that in 1.365
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unselected children, from the public schools in

Baltimore, adenoid regrowth was shown in more
than seventy-five per cent of those whose tonsils

had been removed before puberty. In fortv per cent

of these children, careful hearing tests revealed

hearing impairment, and frequent infections of the

respiratory tract were often present. The use of

radium therapy in these children had given excel-

lent results where the proper indications were fol-

lowed. Many of the children in that series, showed
improvement in their tolerance for respiratory in-

fections, as an additional finding after treatment.

During World War II. the Army Air Forces

were forced to set up a program for treatment of

Eustachian tube obstruction because of the severe

difficulties which the flyers had with their ears. The
different Air Forces gave hundreds of treatments

with no complications.

Garland, et al.
3 have expressed the opinion that

X-ray therapy is preferable and gave their results

at sixty to ninety per cent. However, this series has

been criticized, as it has been felt that the analysis

of the report was difficult, and evaluation of the

results was open to question.

The use of X-ray therapy for these cases has

been somewhat disappointing. The recent report by

Clark, 4 in which the possibility of the later develop-

ment of cancer in the thyroid, when children have

had radiation therapy, makes us inclined to lean

more toward the use of the radium applicator,

where the small area of difficulty can be treated

without the use of a considerable amount of ex-

posure to normal tissue. The follow-up on the group

first treated in Baltimore, and the physicians who
administered the treatment there, have shown no

instance of any cancer produced by the radium

applicator.

Articles by Baron,6 Boies,7 Day,8 and others,

have shown their opinions not to be in favor of

radiation therapy. However, the recent study by

Adams9 has shown that ninety per cent of the cases

of this type of hearing loss were successfully treated

by careful removal of the tonsils and adenoids.

Eighty-three cases that were not successful by sur-

gery were treated by the radiation, with recovery in

sixty-three cases. His article has one statement that

bears repeating. “The first measure is a careful ton-

sil and adenoid operation.” He goes on to say that

if this fails, irradiation, in his hands, has proved

successful in seventy-five per cent of the cases.

You have just heard the excellent results shown
by Doctor Sargent in his group of patients. Thirty-

one patients which have been under my private care

during the past few vears are being reported, with

some of the more interesting ones in detail. This

group consists of eighteen female and thirteen male

patients, the ages varying from five to eighteen

vears. The treatment schedule was decided accord-
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ing to the response to therapy and consisted of from

one to five treatments. The 50 ingrn. radium applica-

tor made of Monel was used in all of these patients

and the treatment time varied from eight and one-

half minutes in the earlier patients, to eleven min-

utes to each side of the nasopharynx with the later

treatments, after evidence had been presented that

this might he the more efficacious. While the results

have been satisfactory in most of the cases, there

have been four cases in this series in which the re-

sults were not satisfactory and they are presented

in more detail.

N. L., a nine-year-old girl, showed a hearing

difficulty which was more severe on the left by test-

ing at school and this was repeated in the office.

Huge tonsils and adenoids were felt to he the cause

of her difficulty and were removed. There was no

improvement at this time, and the testing and exam-
ination seemed to indicate the possibility of benefit

from radiation, but this did not occur. Three ra-

dium treatments were given, and after following

the patient for a long time, the possibility of the

hearing loss being of another origin must be con-

sidered in spite of the repeatedly confirmed findings.

A second patient, B. M., was seen at the age of

five years, with a history of a hearing drop since the

age of eighteen months. The mother reported that

the child had sustained a blow on the back of the

head at the age of six months, with negative X-ray

findings. Examination showed severe Eustachian

tube obstruction, and a careful removal of the ton-

sils and adenoids was done. Three months later, the

hearing in both ears was practically normal. When
the patient was returned a month after this visit,

with another drop in hearing and signs of obstruc-

tion of both Eustachian tubes, a severe allergic

rhinitis was present
;
after this was controlled by

medication, the patient was given three radium

treatments, with return of the hearing to normal.

At a recent examination, the child again showed
hearing loss, but this time it was present in only one

ear and the suspicion that he had not been following

the course of therapy for his allergy was confirmed.

The opposite ear showed normal hearing.

M. M. was first seen at the age of four and one-

half years, with huge tonsils and adenoids and a

history of repeated infections. After their removal,

she had a normal recovery and did well for two
years, when she returned with a history of ear diffi-

culty which was worse with colds. Because of the

acute disturbance in both ears, she was seen by a

consultant, who advised a secondary adenoidec-

tomy, which was performed. The hearing was slow

in improving, the ears showed continued retraction

and there was some old blood in the middle ears

which did not clear with the usual treatment. At
this point, it was found that the mother had been

putting the child’s wet hair up each night during her

entire illness and this was finally forbidden. Be-

cause of the extensive amount of adenoid regrowth

which was found within a period of six months, the

patient was referred for X-ray therapy to the naso-

pharynx
;
four treatments were given at that time.

Only mild, temporary improvement was noted, and
the patient was referred to another center, where
complete testing and consultation were secured. A
hearing aid was recommended, but not accepted by

the parents. Since there was still evidence of ob-

struction of the Eustachian tubes, one radium treat-

ment was given to each Eustachian tube opening.

Following this, the child had an acute otitis media in

one ear and so a myringotomy was done and follow-

ing this, there was general improvement. With the

continuous use of medication for her multiple in-

halant allergies, the incidence of infection dropped

and the hearing returned to its normal level in both

ears. Subsequently, over an eighteen months’ pe-

riod, the hearing went up and down, according to

the amount of allergic swelling present at any time.

Subsequent examinations showed a large amount
of adenoid blocking of both Eustachian tubes, and

another adenoidectomy was necessary. The hearing

now is within the normal range most of the time,

but it drops to extremely low levels whenever the

allergic rhinitis produces swelling of the entire

upper respiratory tract.

B. S., a seven-year-old boy, was first seen in con-

sultation because of bearing defect and mouth
breathing. There was a considerable drop in the

hearing in both ears
;
a huge amount of adenoid

tissue and large tonsils were removed. Six weeks

after operation, the hearing had improved for the

lower tones in both ears, but the high tones still

showed impairment. Because of this, he was given

five radium treatments to the nasopharynx during

the next six months, but in spite of this large dosage

of radiation, the adenoid was only partially con-

trolled, and it was necessary to do a secondary ade-

noidectomy. Following this operation, there was
slight improvement in one ear, and more improve-

ment in the other, but the high-tone loss was main-

tained. Although no history of trauma, high fever,

or reaction to medication could be elicited, there is

still impairment for the high tones.

The importance of allergy in these patients can-

not be overemphasized. Because of the known tend-

ency of allergic children to regenerate lymphoid

tissue in the nasopharynx, it is important for the

operating surgeon to caution the parents that the

possibility of adenoid regrowth in an allergic child

is always present. In this group of patients, eleven

of the thirty-one, are known to have moderately

severe allergic difficulties and the hearing has been

shown to be poor during the allergic upsets and

greatlv improved during the non-allergic periods.

Because of this, the time when hearing tests are
concluded on page 201
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THE CRIPPLED CHILD AND MEETING STREET SCHOOL

John E. Farrell, Sc.D.

The Author : John E. Farrell. Sc.D., Executive Secre-

tary, the Rhode Island Medical Society and the Provi-

dence Medical Association; Member of the Board.

Crippled Children and Adults of Rhode Island.

T \ this social era when the plight of persons

with physical disabilities is receiving increasing

consideration, and when public and private agencies

are developing aid programs in co-operation with

the medical profession, the pattern established by

the Rhode Island Societv for Crippled Children and

Adults, mainly through its widely known Meeting

Street School, warrants attention.

W hen this Society was incorporated in 1946 it

was singularly fortunate in securing as its executive

director a woman with outstanding talent and abil-

itv for the task at hand. The wife of a prominent

pediatrician. Mrs. John Langdon was to bring to

this project a leadership and enthusiasm that has

marked the past decade as one of the brightest

chapters in the state's history of voluntary efforts

in behalf of crippled children. Xot every organiza-

tion in the health and welfare field can be as fortu-

nate in securing such a leadership. All can, however,

study to advantage the development of close liaison

with the physicians of the state which has resulted

in the co-operation that has brought this Society

national attention for its effective work.

The building known as Meeting Street School,

one of the oldest structures in the city of Providence

and one of its first school buildings, was secured on

loan from the School Department in 1947. It leaves

much to be desired as a central unit for the program

the staff seeks to expand in the interests of the

children of the state. The success that has been

achieved merely emphasizes anew that a truly en-

thusiastic and dedicated staff of workers can

achieve greatness in humble surroundings.

With the acquisition of the school building the

Society's directors recognized the wisdom of the

incorporators that the organization should not

spread itself too thin by taking on too many activ-

ities in the service of crippled persons, and they

agreed to approach the problem of aiding the child

afflicted by cerebral palsy, with the understanding

that the services to be rendered should not duplicate

those of anv already established agency, public or

private.

Medical Co-operation Basic

Firm in the belief that complete co-operation with

the physicians of the state would not only be desir-

able. but necessary, the Society from the beginning

of its project at Meeting Street School developed

all phases under constant medical supervision. The
improvement of the child was the objective. Meet-

ing Street School offered the facility and technical

staff. The clinical treatment and research must be

by physicians, and no child or adult would be ad-

mitted to the School for diagnosis and evaluation,

or service of any kind, without written medical re-

ferral from a private physician or a hospital clinic.

When the family doctor refers a child to the

School for a complete evaluation, a letter is imme-
diately sent to that physician that he may be in-

formed when the evaluation will be made, and he

is personally invited to attend the staff conference

on his patient at the designated hour. He is in-

formed that the study will include a complete med-

ical examination, developmental and or psycholog-

ical evaluation, social history, physical therapy,

occupational therapy and speech therapy evalua-

tions. No recommendations of the staff are carried

out without approval of the referring physician,

thus permitting him to decide what consultants he

desires to act on the recommendations, either those

affiliated with the School, or others.

Even if the referring physician does not attend

the evaluation session he is sent a report of the

recommendations advised, and if he does not notify

the School of his decision, the child's evaluation

report is then discussed with the parents.

This report includes the results of

:

1 ) Pediatric-neurologic examination by the

medical director or the associate medical

director of the School

:

2) Functional evaluations made by the physical

therapist, the occupational therapists, and the

speech and hearing therapist

:

3) The detailed medical and social history by the

social worker

;

4 ) The psychological examination by the clinical

psychologist

;

5 ) The result of the full staff conference follow-

ing the individual examinations noted above

which is submitted to the referring physician

in a letter setting forth recommendations and

written summaries bv each staff member.
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Referring Physician Decides

The physician referring the child to the School

must decide what action is to he taken on the staff’s

recommendations. If acceptance of the child at the

School depends upon further medical diagnostic

studies, the family physician making the referral

must see that they are carried out. not Meeting

Street School. Reports of such additional medical

work-ups are sent to the School, or, if done by the

School staff, to the referring physician. The costs

of such work-ups are discussed with the family

ahead of time.

The School does not admit individuals to any
hospital. as it maintains this is a matter involving

the referring doctor and the hospital of his choice.

1 f the child can he aided with individual appoint-

ments with the School’s therapists, as in the case of

infants and school-age children, or by membership
in one of the four preschool groups meeting two
days a week, he is admitted after or simultaneously

with any further diagnostic studies recommended.

Therapists check directly with the referring doc-

tor during the year, as necessary, and yearly prog-

ress reports are submitted to him. In this connec-

tion the School requires that each year the children

have a checkup by a doctor of their own choice, or

at an approved clinic, preferably before returning

to Meeting Street School in the fall. The School

provides special physical examination blanks to the

parents for this purpose.

Alerting the Parent

The concern of the parents is paramount, and
the School makes every effort to reach a complete

understanding with them as soon as the child is

referred for evaluation. An informative letter is

sent immediately explaining what the Society’s role

in the community is, how the child will be examined
on the first visit to the School, and that the staff

recommendations on the child’s future program will

be sent to the family doctor with whom they should

discuss the matter within two weeks after the initial

visit to the School.

If the child is to be admitted to Meeting Street

School the parent is given a complete explanation

of the therapies to he carried out, either individually

or in a group program, and the parents themselves

are automatically enrolled as members of the Par-

ents' Association that they may become intimately

acquainted with the problem they too face in assist-

ing in the recovery of their child during his home
life.

The parents are also clearly informed the reason

that the School makes a nominal charge for all its

services (which are scaled downward as necessary

in individual cases) even though the Society main-

tains its program by voluntary donations received

in its Easter Seal Campaign for Crippled Children.

The fees assessed do not begin to pay the actual

cost of treatment, and they are imposed mainly to

give parents an opportunity to share directly in

their own child’s treatment program. Thus a first

evaluation that requires two appointments for the

various evaluations noted above calls for a $12 fee

for Rhode Island and nearby Massachusetts resi-

dents, and $25 for out-of-state residents. Individual

appointments of half-hour duration involving the

child alone, or with the parent so that he or she too

may be taught what to carry on at home during
appointments, call for a $2 fee. One dollar is charged
each time a child attends a group therapy session

whereby he may get physical therapy in a play set-

ting, occupational therapy centered around learning

self-care, or communication and language develop-

ment through speech experiences.

I he actual income from fees in a given year

approximates $1,800. which is i c/< of the Society’s

annual budget.

A Decade Later

The effective co-operation in this public service

program is reflected in the increasing knowledge
regarding cerebral palsy that has been presented by
a medical staff, headed by Doctor Eric Denboff,

that has benefited from the encouragement in its

work by physicians throughout the state. The clin-

ical reports stemming from Meeting Street School

programs have attracted world-wide interest, but

best of all, they indicate a successful approach to a

major health problem that can only be solved by
clear understanding of the goal sought, by enthusi-

astic cooperation of all community groups, and by
dedicated medical and allied professions.

WORTHY OF REPETITION
"A third way in which we have drifted is by

submitting to rule by administrative agencies of the
Government. The laws which Congress does pass
do not always mean what they seem to mean. The
huge bureaucracy of government, which has spread
like an Asian flu epidemic, interprets the laws and
issues the regulations under which we must live.

Often the interpretation and the regulations are at

sharp variance with the intent and will of Con-
gress. . .

— From an address delivered by Ernest G.
Swigert, President of the National Asso-

ciation of Manufacturers, to the Congress
of American Industry in New York City,

December 4, 1957

Be at the Annual Meeting

May 13 and 14
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FUTURE CONCEPTS OF THE TEACHING OF MEDICAL TERMINOLOGY*

Alfred C. Pascale, b.s., m.a.

The Author: Alfred C. Pascale, B.S. ,
M.A.. of IVar-

zvick, Rhode Island. Guidance Counselor, Wanvick

Memorial High School.

T he importance of the medical assistant in-

creases daily. Physicians have recognized the

value of the nurse, the medical secretary and the

laboratory technician in their office practice, as the

hospital has found indispensable, the nurse, the

medical record librarian, the technician and numer-

ous other medical assistants.

These medical assistants have assumed from the

physician many duties which alleviate his burden-

some functions, thus enabling him to concentrate

more fully on the significant aspects of medicine.

The training of medical assistants is relatively

new, and colleges by the score are offering this

specialized training to meet the demands of the med-

ical profession
; but this investigator has found

little research conducted in the field of medical

terminology. This is indeed surprising inasmuch as

numerous studies reveal that knowledge of vo-

cabulary indicates competency in a given field.

There are several medical terminology textbooks

on the market, but no author can claim that the

terms he utilized in his text have any scientific basis

for their inclusion. Therefore, many texts include

terms which are rarely or never utilized by the

physician in his practice.

This investigator, then, as his dissertation re-

quirement for the Doctor of Education degree at

Boston University, chose to conduct a study to

improve this situation. Its title is: A Study to

Determine the Most Commonly Dictated Medical

Terms in Hospital Medical Records for the Im-

provement of the Educational Preparation of
Medical Assista n ts.

The purpose of this study is to find the most
commonly used terms in the specialized fields of

medicine which will improve the educational prep-

aration of medical assistants. The results of this

pioneer study will also enable other investigators

to evaluate and revise present medical terminology

textbooks and courses, as well as guide authors who

^Presented at the Annual Meeting of the Rhode Island

Association of Medical Record Librarians, May 1. 1957,

at Providence, Rhode Island.

plan to write new medical terminology texts. The
results of this study can be used to prepare a diag-

nostic, achievement and/or employment test;

( 1 ) for colleges, to determine the strength of their

medical terminology course, and (2) for hospitals

and physicians, to determine a prospective em-
ployee's knowledge of medical terminology. It is

anticipated that this investigator, utilizing the find-

ings of this study, will write a reference handbook
and a medical typewriting text for medical record

librarians and medical secretaries.

The justification for this study is readily appar-

ent. Several studies show that unguided vocabulary

learning increases the difficulty of a subject. By con-

fining vocabulary learning to the most commonly
used terms, it is possible to improve this situation,

and thereby make learning more effective. Another

important justification is to enable schools to pro-

vide better training for medical assistants, enabling

them to adjust to their new positions with less diffi-

culty, a potent advantage to the employing hospital

or physician.

Research Procedure

The American Medical Association’s Standard

Nomenclature of Diseases and Operations, which

is a coding and filing system used by more than 70

per cent of all approved hospitals in the United

States, will be utilized as a basis to sample all types

of diseases and operations. The major coding sys-

tem is as follows

:

0

—

Body as a whole (including the psyche and

the body generally), not a particular system

exclusively.

1

—

Integumentary System (including the sub-

cutaneous areolar tissue, mucous membranes

of the orifices and the breast).

2

—

Musculoskeletal System
3

—

Respiratory System

-I—Cardiovascular System
5

—

Hemic and Lymphatic Systems

6

—

Digestive System
7

—

Urogenital System
8

—

Endocrine System
9

—

Nervous System

X—Organs of Special Sense

In an effort to further improve the sampling, the

following subjects will be included: Bacteriology,
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Dentistry, Laboratory Procedures, Pathology, and

Radiology.

The participating hospitals in this study will be

the Rhode Island Hospital, St. Joseph’s Hospital

and the Rhode Island State Hospital for Mental

Diseases.

The sampling technique to be employed will be

the collection of the first two case histories of pa-

tients admitted to the hospital each month for two

years, for each of the items in the schema of classi-

fication shown above. This will number 816 cases

and approximately 325,000 running words.

The typewritten words found in each case his-

tory’s Admission Notes, Operation Notes, Dis-

charge Summaries, Pathological Reports and Con-

sultation Notes will be typewritten on a continuous

tape, according to the following tabulation pro-

cedure :

(1) All terms included in Blakiston’s, New
Gould Medical Dictionary, will be tab-

ulated for frequencies, with the exception

of the 9,200 most commonly used terms

listed in Thorndike and Lorge’s The
Teacher's Word Book of 30,000 Words,
which will be tabulated only once.

(2) To tabulate the frequencies of medical

phrases,

(3) To tabulate the frequencies of medical ab-

breviations,

(4) To tabulate the frequencies of weights and

measures,

(5) To List the Standard Nomenclature code

number for each case tabulated, and

(6) To list the primary and secondary discharge

diagnoses of each case tabulated.

The next step in this research procedure will be

to code every term taken from the case histories

before cutting and separating terms in preparation

for the analysis. This code will show the field from
which the terms were taken, the date of the case

history, the major nomenclature code number, and

from what part of the case history the term was
taken—Operation, Discharge Summary, and so on.

Although this study is being conducted on the

local level, an effort will be made to illustrate con-

clusively that the terminology used by the physi-

cians in this area is prevalent universally, and

represents the result of many years of successful

medical practice. This investigator will use as a

validation aid the geographic location of the train-

ing institution, the hospital of internship training,

the hospital of residency training, and the total

number of years of active medical practice for all

the physicians participating in this study. It is an-

ticipated that the results of this analysis will uni-

versalize the conclusions of this project.

Having tabulated the terms, the next step in the

sequential pattern of the research procedure is the

analysis of these terms. This will be accomplished

by scrutinizing and assigning the terms to the fol-

lowing lists

:

a. The specialised fields of medicine:

( 1 ) As no commonly accepted list of the med-
ical specialities exists at the present time,

this investigator will request a list of the

specialties utilized by six of Boston’s

largest general hospitals. These lists will

be analyzed and a common list of medical

specialties will be derived from them.

( 2) The coding technique utilized will enable

this investigator to prepare a list of the

most commonly dictated medical terms in

each of the specialties in the medical

profession.

b. The most commonly used terms in the field of

medicine:

All terms will be combined and listed alpha-

betically with a code to show the field from
which the word was taken as well as the

ranking of the term in its specialized field. This

list will also include the general medical word
list and the words which were commonly
found by Thorndike.

c. The most commonly used phrases found in the

study.

d. The most commonly used abbreviations found

in the study.

e. The most commonly found diseases and opera-

tions found in the study.

f. The most commonly used weights and meas-

ures found in the study.

g. Prefixes and suffixes incorporated in zvords

found in the study and which appeared most

frequently.

h. The most commonly used descriptive terms

a>id phrases found in the study. Examples

:

descriptive colors, descriptive words designat-

ing the site of diseases, etc.

i. The most commonly used names and types of:

incisions, sutures, arteries, veins, bones,

muscles, dressings, drains, ligaments, nerves,

diets, vitamins, fractures, bandages, therapy

and treatment, and others.

SUMMARY
A great deal of interest and enthusiasm has been

aroused, both locally and nationally, since the in-

ception of this study. This study will further serve

to exemplify the high educational standards and
concluded on page 205
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18th ANNUAL CONGRESS ON INDUSTRIAL HEALTH

A Summary Report

Stanley Sprague, m.d., Chairman

Committee on Industrial Health, Rhode Island Medical Society

'T1 he eighteenth annual Congress on Industrial

Health sponsored by the Council on Industrial

Health of the American Medical Association, was
held at Milwaukee, Wisconsin, January 27-29. In

the opinion of this delegate the meeting was not as

well attended as previous ones held in recent years.

The program was well balanced, and the panel dis-

cussion on problems on industrial dermatoses was

exceptionally well presented.

Prior to the opening of the general sessions, the

annual conference of chairmen of state industrial

health committees was held at which interesting

reports were submitted. Doctor B. Dixon Holland,

new secretary of the A.M.A. Council on Industrial

Health, gave a detailed report of the Council’s

activities during the past year, noting in partic-

ular the following

:

1 . The establishment of an Occupational Health

Committee in conjunction with the American

Hospital Association in the interest of hospital

employees.

2. The work of the Committee on aviation medi-

cine which will formulate directions for physi-

cians for examinations of candidates and

members of the Civil Aeronautics Authority,

and under such qualification the doctor would

become a Civil Air Surgeon.

3. The Committee on industrial nursing is con-

tinuing to work on many problems of current

interest.

4. The Committee on education is arranging

courses for physicians who wish to qualify for

a degree in industrial medicine.

5. The Committee on industrial care of workers

is reviewing third party relationships.

6. Various subcommittees are working on such

matters as legislation regarding free choice

of physician, epidemiological conditions in va-

rious industries, fluorescent lighting (which is

not harmful) ;
neurological conditions in in-

dustry, and a projected formation of a com-

mittee on mental health in which both the In-

dustrial Medical Association and the A.M.A.

are concerned.

I.M.A. Secretary Reports

Doctor Holmblad, speaking for the Industrial

Medical Association, related some of the personal

services rendered to the membership hy his office,

particularly relative to establishing desirable med-
ical facilities in industry. He reports the Associa-

tion has a joint committee on medical certification

with the A.M.A., and a committee on industrial

practice which has been publicized in the newsletter

to the members.

Doctor Holmblad urged more activity by indus-

trial health committees at the local county levels,

relating that a pilot survey of ninety-two counties

showed only eight had such committees. He also

advocated that county societies seek to have meet-

ings at industrial plants in order to become better

acquainted with the health facilities offered.

Doctor Baker Nominated for Award

A total of 37 nominations were received of which

13 were given special consideration before the final

selection of Doctor Lenox D. Baker, director, de-

partment of orthopedic surgery at Duke University,

as the choice to receive the president’s Committee

on Employment of the Physically Handicapped

award, given to the doctor who has made an out-

standing contribution to the welfare and employ-

ment of the nation's physically handicapped men
and women.

State Committee Reports

A summary of reports for 1957 of committees on

industrial health was distributed to state chairmen.

In addition, several chairmen made oral reports of

general interest. Indiana expressed interest in a

single committee to be known as a committee on

public health which would encompass such special

interests as now undertaken by committees on dia-

betes, loss of hearing, sight, infectious diseases,

industrial health, polio, etc.

The Oregon committee reported a poison control

system whereby in case of poisoning, free telephone

service is available to the state toxicology bureau

to secure explicit directions for the help needed,

and to communicate the information to the nearest

physician.

i
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Utah reported the establishment of a committee
of internists, as a legislative act, who will function

at the call of the chairman of the workmen’s com-
pensation commission in establishing a code for the

evaluation of heart cases and also traumatic in-

juries. The result has been that in the past 250 cases

of such disabilities in Utah, no case has had to come
before the Commission for a formal hearing.

Other good suggestions made by chairmen pres-

ent included the availability of industrial physicians

as speakers before civic group meetings, union

meetings, etc., stressing the value of occupational

health, the cost of equipment, nursing services, etc.,

and indicating the financial savings in preventing

loss of time from work by such services.

Occupational Dermatoses Study Outstanding

The highlight of the first day of the Congress

meeting was the session on current problems of

occupational dermatoses. The panelists, all derma-

tologists, spoke clearly and their presentations were

highly educational. They pointed out the many
dangers to the skin of many different materials used

in industry. Oil folliculitis was one of the more
prominent dangers, although it was noted by one

speaker that each new chemical brought into use by

industry may help to spread causes of dermatitis.

POST-TONSILLECTOMY AND ADENECTOMY
DEAFNESS IN CHILDREN

concluded from page 195

taken, and their relation to the patient's allergic

state, must be known in order to interpret the need

for treatment o f the allergy, of the adenoid regrowth,

or of both. Control of the allergies by antihista-

mines, desensitization, or the avoidance of food or

of contact allergens makes, many times, the differ-

ence between normal hearing and severe deafness in

these patients.

SUMMARY
The use of radium therapy for treatment of

hearing impairment in children caused by adenoid

hypertrophy and regrowth around the opening of

the Eustachian tubes has been proven to be effec-

tive, when the cases are selected carefully. The
treatment is safe for both patient and doctor

;
the

use of over 2,000 of the applicators, and the admin-

istration of many thousands of treatments, without

injury to either patient or physician, is of the ut-

most importance. The relation of allergy to this sub-

ject, and the important part it plays, has been de-

scribed in some of the case reports. Surgery, for

the removal of large amounts of adenoid regrowth,

is still necessary, but the use of radiation for the

smaller regrowths in and about the Eustachian

tubes, is much to be preferred in these young pa-

tients and is safer, in our hands, than repeated

surgical attacks upon this very delicate area.

The chromates, chlorazenes, radiations, sunlight

plus drugs, infrared rays, diethylstilbestrol — all

were cited in the presentations. The general attitude

of the entire panel was that extreme care should be
exercised in handling industrial dermatoses.

Another fine panel presentation was that on the

subject of low back pain. This group expressed the

opinion that every worker should have a complete
spinal study with X rays prior to being employed.
One speaker even advocated X rays not only for

workers but also for all athletes (to establish any
congenital defects).

The public and professional relations in occupa-
tional health was the subject of another panel dis-

cussion, while a fourth group presented a review

and discussion of the underlying philosophies and
current concepts of disabilitv.

A.M.A. President Addresses Conference

Doctor Gunnar Gunderson, president of the

American Medical Association, addressed the Con-

gress at the annual dinner, stressing the apparent

danger that exists in the extension by large indus-

tries of their medical service programs to the family

of the worker, thus usurping many services hereto-

fore entirely in the province of the family physician.

It will be seen from the above cases that there is

no simple answer to these problems, because of the

diversity of the findings, but most of these patients

have returned to hearing which is within the service-

able range, by the use of this therapeutic agent.
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Asyoui doctor, vitally

concerned with your

health . I feel it my

doty to encourage you

to become immunized

apamst poliomyelitis

II you haven t started

or completed your

vaccination series yet.

please don't delay

Get your tirst snot now

Your second shot-

two weeks Irom now

Your third shot-eight

months Worn now.

*****R
make a note to send for your

polio reminder cards today.

Remember—every unvaccinated person under

40 should receive one of these reminder cards

from his doctor.

Just till in

the coupon

and mail it to

Public Relations Department
American Medical Association
535 N. Dearborn Street
Chicago 10, Illinois
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ON EXPERIMENTAL SCIENCE

Louis Pasteur

To will is a great tiling, for Action and Work
usually follow W ill, and almost always Work

is accompanied by success. These three things.

Will, Work, Success, fill human existence. Will

opens the door to success both brilliant and happy;

Work passes these doors, and at the end of the

journey Success comes to crown one’s efforts. And
so, if your resolution is firm, your task, be it what

it may, is already begun
;
you have but to walk

forward, it will achieve itself. . . .

The cultivation of Science in its highest expres-

sion is perhaps even more necessary to the moral

condition than to the material prosperity of a

nation.

Great discoveries—the manifestations of thought

in Art, in Science and in Letters, in a word the

disinterested exercise of the mind in every direction

and the centres of instruction from which it radi-

ates, introduces into the whole of Society that

philosophical or scientific spirit, that spirit of dis-

cernment which submits everything to severe rea-

soning, condemns ignorance and scatters errors

and prejudices. They raise the intellectual level and

the moral sense, and through them the Divine idea

itself is spread abroad and intensified.

Science should not concern itself in any way
with the philosophical consequences of its discov-

eries. If through the development of my experi-

mental studies I come to demonstrate that matter

can organize itself of its own accord into a cell or

into a living being, I would come here to proclaim

it with the legitimate pride of an inventor conscious

of having made a great discovery, and I would add,

if provoked to do so, “ All the worse for those whose

doctrines or systems do not fit in with the truth of

the natural facts.”

It was with similar pride that I defied my oppo-

nents to contradict me when I said, “In the present

state of science the doctrine of spontaneous genera-

tion is a chimera.” And I add, with similar inde-

pendence, “All the worse for those whose philo-

sophical or political ideas are hindered by my
studies.”

This is not to be taken to mean that, in my beliefs

and in the conduct of my life, I only take account

of acquired science; if I would, I could not do so,

for I should then have to strip myself of a part of

myself. There are two men in each one of us : the

scientist, he who starts with a clear field and desires

to rise to the knowledge of Nature through obser-

vation, experimentation and reasoning, and the

man of sentiment, the man of belief, the man who
mourns his dead children, and who cannot, alas,

prove that he will see them again, but who believes

that he will, and lives in that hope, the man who
will not die like a vibrio, but who feels that the

force that is within him cannot die. The two do-

mains are distinct, and woe to him who tries to let

them trespass on each other in the so imperfect

state of human knowledge. To his adversaries on

the doctrine of fermentation

:

What is then your idea of the progress of Sci-

ence ? Science advances one step, then another, and
then draws hack and meditates before taking a

third. Does the impossibility of taking that last step

suppress the success acquired by the two others?

Would you say to an infant who hesitated before

a third step, having ventured on two previous ones

:

“Thy former efforts are of no avail
;
never shalt

thou walk ?”

You wish to upset what you call my theory, ap-

parently in order to defend another
;
allow me to

tell you by what signs these theories are recognized :

the characteristic of erroneous theories is the im-

possibility of ever seeing new facts
;
whenever such

a fact is discovered, these theories have to be

grafted with further hypotheses in order to ac-

count for them. True theories, on the contrary, are

the expression of actual facts and are characterized

by being able to predict new facts, a natural con-

sequence of those already known. In a word, the

characteristic of a true theory is its fruitfulness.

The boldest conceptions, the most legitimate

speculations can be eml>odied hut from the day

when they are consecrated by observation and ex-

periment. Laboratories and discoveries are cor-

relative terms; if you suppress laboratories, Physi-

cal Science will become stricken with barrenness

and death
;

it will become mere powerless informa-

tion instead of a science of progress and futurity

;

give it back its laboratories, and life, fecundity and

power will reappear. Away from their laboratories,

physicists and chemists are but disarmed soldiers

on a battlefield.
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The deduction from these principles is evident:

if the conquests useful to humanity touch your

heart—if you remain confounded before the mar-

vels of telegraphy, of anaesthesia, of the daguerreo-

type, and many other admirable discoveries—if you

are jealous of the share your country may boast in

these wonders—then, I implore you, take some in-

terest in those sacred dwellings meaningly de-

scribed as laboratories. Ask that they may be multi-

plied and completed. They are the temples of the

future, of riches and of comfort. There humanity

grows greater, better, stronger
;
there she can learn

to read the works of Nature, works of progress

and universal harmony, while humanity’s own
works are too often those of barbarism, of fanati-

cism and of destruction. . . .

Keep your early enthusiasm, dear collaborators,

but let it ever be regulated by rigorous examina-

tions and tests. Never advance anything which can-

not be proved in a simple and decisive fashion.

Worship the spirit of criticism. If reduced to

itself, it is not an awakener of ideas or a stimulant

to great things, but, without it, everything is fallible
;

it always has the last word. What I am now asking

you, and you will ask of your pupils later on, is

what is most difficult to an inventor.

It is indeed a hard task, when you believe you

have found an important scientific fact and are

feverishly anxious to publish it, to constrain your-

self for days, weeks, years sometimes, to fight with

yourself, to try and ruin your own experiments

and only to proclaim your discovery after having

exhausted all contrary hypotheses.

But when, after so many efforts, you have at last

arrived at a certainty, your joy is one of the great-

est which can be felt by a human soul, and the

thought that you will have contributed to the

honour of your country renders that joy still

deeper. . . .

I should say that two contrary laws seem to be

wrestling with each other nowadays
;
the one, a

law of blood and of death, ever imagining new
means of destruction and forcing nations to be con-

stantly ready for the battlefield—the other, a law

of peace, work and health, ever evolving new means
of delivering man from the scourges which beset

him.

The one seeks violent conquests, the other the

relief of humanity. The latter places human life

above any victory ; while the former would sacrifice

hundreds and thousands of lives to the ambition of

one. The law of which we are the instruments

seeks, even in the midst of carnage, to cure the

sanguinary ills of the law of war
;
the treatment

inspired by our antiseptic methods may preserve

thousands of soldiers. Which of these two laws will

ultimately prevail, God alone knows. But we may

assert that French Science will have tried, by obey-

ing the law of Humanity, to extend the frontiers

of Life.

FUTURE CONCEPTS OF THE TEACHING
OF MEDICAL TERMINOLOGY

concluded from page 199

practices, as well as the interest in research of the

Rhode Island Medical Society
;
it will also enhance

the standing of the medical assistants who have

aided in achieving an excellent reputation for the

professional medical services offered in the State

of Rhode Island.

VI. THE COST OF "MEDICAL CARE”
One of the major semantic blights that has fallen

on the medical profession is that which makes the
doctor the symbol for high costs of everything
connected with sickness.

The term "medical care” has far outgrown its

original— and pure — denotation: the professional
services of physicians and surgeons. "Medical care’’

now loosely embraces every factor involved in the
services, facilities and things attendant upon ill-

ness — doctors, nurses, hospitals, drugs, appliances.
Not yet included in this array of factors in the high
cost of medical care is lost earning capacity. Should
this, too, be laid at the feet of medicine as "medical
care?”
When confronted with this explanation, both

the patient and the doctor profess to a full under-
standing of it. Yet, until it is thus brought into

sharp focus, the minds of both have fixed respon-
sibility for all costs upon the symbol of medical
care — the doctor. Because this is unrealistic, is con-
trary to fact, the doctor inevitably suffers a feeling

of failure in this assumption of total responsibility.

He is constantly apologetic to patients in his ex-

planation of other costs. And this is matched by the
patient’s feeling that the doctor has failed in his

responsibilities. The end result is to blame medicine
for the high cost of sickness.

The only portion of the complex field of health
resources that is under the absolute control of the

doctor is his own service. In this, doctors can and
should accept full responsibility for costs. As for

those costs in comparison with the other costs of

sickness today, they represent no greater, in many
cases less a burden to the family economy than they
did in the days of the family doctor.

Now the difference lies primarily in the greater

utilization, the more frequent call for his services.

Yet today the patient is getting much more for his

doctor’s devalued dollar — the doctor knows more,
gives more in a shorter time, gets the patient well

quicker, saves or prolongs life more often — and
for all this he is paid less than he was when he
couldn’t.

. . . From a report to the California Medical

Assn, in 1950 by Ernest Dichter, Ph.D.

Be at the Annual Meeting

May 13 and 14



206 RHODE ISLAND MEDICAL JOURNAL

The RHODE ISLAND MEDICAL JOURNAL
Owned and Published Monthly by the Rhode Island Medical Society

106 Francis Street, Providence, Rhode Island

Editor-in-Chief

John E. Donley, m.d., 222 Broadway, Providence

Associate Editors-irt-Chief

Alex M. Burgess, Sr., m.d., Henri E. Gauthier, m.d., Seebert J. Goldowsky, m.d.

Assistant Editors

Charles J. Ashworth, m.d. William J. MacDonald, m.d.

John A. Dillon, m.d. Peter L. Mathieu, m.d.

Herbert Fanger, m.d. Thomas Perry, Jr., m.d.

Managing Editor

John E. Farrell, sc.d., 106 Francis Street, Providence 3

DON’T DO IT DOCTOR!

W hile many physicians fail to realize how
wrong it is to treat the average patient with

a common upper respiratory infection with anti-

biotics, many more, who know better, allow them-

selves to he pushed into this course of action by the

well-known fact that the public demand “scientific,

up-to-date” treatment with one of these “wonder
drugs” of which they have heard so much. The
disastrous result is too well known. The patient

with a self-limited febrile disease which, had he

stayed at home and not called his doctor at all.

would have run its course in four or five days -

—

develops recurrent fever due to a secondary bacte-

rial invader resistant to most or all of the ordinary

antibiotics and capable of producing a disease that

is not only very serious but often fatal.

At one hospital in Rhode Island eight or ten

cases of staphylococcus pneumonia have occurred

in recent months and two of these were fatal. In all

instances it is believed that the patient received

antibiotics before admission to the hospital, because

of a febrile condition which was not studied suffi-

ciently by the physician to determine whether or

not it was one in which antibiotics are known to be

effective. To give such antibiotics to patients just

because they have fever, without a leucocyte count

or other adequate study to determine the nature of

the illness should be considered malpractice. Physi-

cians have even deluded themselves into thinking

that because a rapid cure of a respiratory infection

has followed the use of antibiotics, it must have been

due to the antibiotics— not realizing that the cure

would have come about anyway and that the patient

was fortunate in not acquiring a “superinfection.”

This lesson has been repeated again and again —
particularly by those experts who have had the most

experience in this field— Finland, Spink, Wein-
stein and many others. Certainly the average family

doctor should know, by now, that the common
respiratory infections caused by adeno-viruses, the

various strains of influenza, the viruses of common
cold, and so forth, are not in the least aided by

penicillin, the “broad-spectrum” or other commonly
used antibiotics, and that to use them paves the way
for the invasion of resistant organisms of which

the monococcus pyogenes (staphylococcus) is the

worst offender. A simple leucocyte count will

usually indicate the type of infection with which

one is dealing and sufficient delay to make a reason-

able definite diagnosis is certainly advisable unless

the patient is really so very ill that the use of anti-

biotics on the supposition that bacterial infection is

present appears justified. There probably was never

a time in which iatrogenic disease was more preva-

lent than at present— and most of it is of the type

that we have been discussing. One physician has

adopted the clever subterfuge of giving his patients

“psycho-mycin” as he calls it (merely a name which

he adopts when he uses acetylsalycilic acid). A
much better plan, however, is for the family doctor
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to explain the facts carefully and simply to his pa-

tients who, if he is a physician who has been able to

win their confidence, will follow his lead without

question.

MEDICARE’S CHILDREN
Elsewhere in this issue of the Journal will he

found a notation regarding new Medicare Regula-

tions. Of particular interest is the special attention

directed to physicians by the Office of Dependents

Medical Care regarding children dependents eli-

gible for free government medical service under

the administrative regulation of the agency.

Perhaps most doctors have assumed that the

children of armed service dependents are those in

the younger age group most susceptible to child-

hood diseases. Xot quite so, says the Medicare

authorities who conveniently write regulations to

interpret the action of Congress to their own ad-

vantage. Any unmarried legitimate child who has

not passed his or her twenty-third birthday and who
is enrolled in a full-time course of study in an insti-

tution of higher learning, and who depends for over

half his or her support upon the family, can get free

hospital and physician care under the Medicare

program.

Meanwhile Congress is in the process of raising

the pay of the officer personnel by 12.9%, and the

enlisted men by 9%, but the physician who sub-

scribes to the Medicare plan takes whatever fee the

federal bureau offers as full payment.

147th ANNUAL MEETING
The committee on arrangements for the 147th

annual meeting of the Society has introduced a new
arrangement of hours for the scientific lectures

that should appeal to all members of the Society.

The Chapin Oration, to be given this year by
Doctor Shields W arren of Boston, and one other

outstanding lecture, will be presented on the eve-

ning of Tuesday, May 13, as the opening program
of the two-day session.

On Wednesday, May 14, practically the entire

day will be devoted to lectures, with the first of a

series of three talks scheduled for 11 a.m., to be

followed with a noon break during which luncheon

will be served at the Society and physicians may
also spend some time visiting the technical exhibits

while waiting for the afternoon lectures.

\\ ith Doctors McKittrick, Marshak, Greer,

W hite, and our own George W aterman listed for

presentations in the afternoon, every doctor is

offered a varied array of topics by excellent speak-

ers. Then in the evening the scene will shift to the

Sheraton-Biltmore Hotel where the annual dinner

will take place, at which United States Senator

John O. Pastore will address the members and
their wives.

The work that goes into the planning and ar-

rangement for an annual medical meeting such as

the Society sponsors is tremendous. Every physi-

cian should recognize the effort that is made to

provide him with a top-flight postgraduate medical-

education program in his own home state, and,

recognizing the contribution made in his behalf,

support the meeting by attending as many of the

lectures as possible.

WORLD HEALTH
Preoccupied as we are with the daily health

problems of our own patients and of the community,

we have normally little interest in the medical bur-

dens of the world at large. On April 7, 1958, tradi-

tionally designated as World Health Day, was cele-

brated the Tenth Anniversary of the World Health

Organization. It is fitting on this occasion to take

stock of the tremendous strides in health control

that have taken place during this critical period in

world development, and to appraise the outlook for

the future.

The most significant event of this decade has

been the incredible decline in mortality, most strik-

ing in those areas with the highest death rates,

namely, Africa and Asia. It can be attributed pri-

marily to improvements in sanitation and disease

control. With the birth rate unchanged the result

has been a sharp increase in the rate of population

growth. The world population, now 2.7 billion, is

growing at the astounding rate of 5,000 persons per

hour, 120,000 per day or 43 million per year! The
shade of Malthus must be Stalking the chancelleries

of the world.

During this period there has been a dramatic

decline in both the extent and severity of pestilences

that terrified our forebears. Cholera, typhus, small-

pox, relapsing fever and yellow fever are fast dis-

appearing from the face of the earth.

Deaths from infections and parasitic disease are

barely one half of what they were at the beginning

of this decade. Fewer women die in childbirth and

more infants survive. In some countries the ma-

ternal mortality has decreased 90 per cent, while

the drop in infant mortality has been almost beyond

belief.

The eradication of malaria, perhaps the most

prevalent of all diseases, is now within sight. Newer
techniques of spraying with DDT have been largely

responsible. Those areas where an energetic pro-

gram has been carried out have seen a remarkable

reduction in the case rate.

At the same time poliomyelitis, tuberculosis,

pneumonia and diphtheria have steadily declined.

The World Health Organization deserves a good

share of the credit for this great and encouraging-

progress.
concluded on next page



208 RHODE

Much still remains to he done in the field of

accident prevention, particularly in America and

parts of Europe, where accidents have become a

major cause of death. With the increasing longevity

of the world’s peoples, cancer and heart disease are

rapidly becoming leading causes of death every-

where, as they have in America since World War
II. These are areas which must he explored more
vigorouslv by the World Health Organization in

the period ahead.

LET’S GET IT STRAIGHT
The members of the Allegheny County Medical

Societv have been somewhat disturbed in recent

months over increasing public discussion of certain

medical problems. The main object of concern is

that problems which are inherently those of the

medical professions organizational activities, have

become front page news items and have, unfortu-

nately, cast a somewhat had light on the medical

profession in general. Some of the problems dis-

cussed have been those on which action has never

been taken, but in which there has been honest ex-

change of ideas between various portions of the

Medical Society. Unfortunately, the public has

heard these discussions, but never has heard the

final outcome of the deliberations. This has caused

the Medical Society and the medical profession in

general to he the object of concern, suspicion and

even derision in the public eye.

THE BENEFITS OF ETHER
Dr. Morton, of Boston, one of the first discover-

ers, if not indeed the first discoverer of the anaes-

thetic properties of ether, has been with the army
the last week, working and observing in his ca-

pacity with all his might. During this time he has,

with his own hands, administered ether in over
2000 cases. The Medical Director, when asked yes-

terday in what operations he required ether to be
used, replied, "In every case.” Day before yesterday
some 300 rebel wounded fell into our hands. Of
these, 2 1 require capital operations. They were
placed in a row, a slip of paper pinned to each
man's coat collar telling the nature of the opera-

tion that had been decided upon. Dr. Morton passes

along, and with a towel saturated with ether puts

every man beyond consciousness and pain. The
operating surgeon follows and rapidly and skilfully

amputates a leg or an arm, as the case may be, till

the 21 have been subjected to the knife and saw
without one twinge or pain. A second surgeon ties

up the arteries; a third dresses the wounds. The
men are taken to tents near by, and wake up to find

themselves cut in two without torture, while a win-
row of lopped off members attests the work. The
last man had been operated upon before the first

wakened. Nothing could be more dramatic, and
nothing could more perfectly demonstrate the

value of anaesthetics. Besides, men fight better

when they know that torture does not follow a

wound, and numberless lives are saved that the

shock of the knife would lose to their friends and
the country.

From: Daily Evening News , Fall River, Mass.

Monday, May 23, 1864

ISLAND MEDICAL JOURNAL
I lie medical profession and public health in gen-

eral are newsworthy subjects, and all news media
regularly cover current information as it is made
available. An important problem that is facing the

members of the Medical Society is the development

of a method of presentation of information to the

news media honestly and clearly. In the past, pub-
licity of minor events in medical activities have

been magnified beyond their importance by state-

ments on the part of individual physicians, who
express their opinion as honestly as their emotions

will permit.

It is a matter of importance for the medical pro-

fession to keep its house clean. But. certainly, the

public airing of problems of interest only to the

medical profession will do harm to the profession

and create much unnecessary concern and com-
ment. What is needed now is less use of the individ-

ual physician's name and the sounding board of

their opinions until such time as the problems are

fully understood by all sides.

Serious consideration should he given for the

appointment of a designated Medical Society

spokesman to present the various actions of the

Society to the public. Anonymity on the part of

the spokesman lends toward the presentation of

facts rather than the emotional presentation of the

individual’s views on the subject. The members of

the Medical Society have every reason to expect

that the confidences of its organizational activities

he respected the same as the activities of any other

organization. Where and when the public is entitled

to know the facts, these facts should be presented by

responsible Medical Society spokesmen so that the

information can he given accurately and dispas-

sionately. This is in no way a method to prevent

dissemination of information to the public, but

rather to keep them well informed as to the actual

facts in the various situations which arise.

—Gilmore M. Saxes, m.d.

. . . Reprinted from the Allegheny ( Pa.

)

Medical Bulletin

PROFESSIONAL SUITE

51 I HOPE STREET

Opposite School for the Deaf. Large second

floor suite — 5 rooms and reception area. Will

remodel to suit tenant.

Evenings

PA. 2-8387 PA. 2-3006
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Pro-Banthine® “proved almost invariably

effective in the relief of ulcer pain,

in depressing gastric secretory volume and in

inhibiting gastrointestinal motility”*

“Our findings were documented by an in-

tensive and personal observation of these

patients over a 2-year period in private prac-

tice, and in two large hospital clinics with

close supervision and satisfactory follow-up

studies.”*

Among the many clinical indications for

Pro-Banthlne (brand of propantheline bro-

mide), peptic ulcer is primary. During
treatment. Pro-Banthlne has been shown
repeatedly to be a most valuable agent when

used in conjunction with diet, antacids and

essential psychotherapy.

Therapeutic utility and effectiveness

of Pro-Banthlne in the treatment of peptic

ulcer are repeatedly referred to in the recent

medical literature.

Pro-Banthlne Dosage

The average adult oral dosage of Pro-

Banthlne is one tablet (15 mg.) with meals

and two tablets at bedtime.

G. D. Searle & Co., Chicago 80, Illinois.

Research in the Service of Medicine.

*Lichstein. J.; Morehouse. M. G., and Osmon, K. L.:

Pro-BanthTne in the Treatment of Peptic Ulcer. A
Clinical Evaluation with Gastric Secretory. Motil-

ity and Gastroscopic Studies. Report of 60 Cases,

Am. J. M. Sc. 232:156 (Aug.) 1956.

s
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DISTRICT MEDICAL SOCIETY MEETINGS

PAWTUCKET MEDICAL ASSOCIATION
The Pawtucket Medical Association held a din-

ner-business meeting at the Lindsey Tavern. Thurs-

day evening, January 16, 1958. Twenty-seven mem-
bers were in attendance. Minutes were read and

approved. Communications were summarized con-

cerning : 1 . Encouragement of nonmembers of the

state Societv to become members thereof. 2. The
fact of our entitlement to five delegates to the House
of Delegates of the state Society by reason of 91

members concurrently in our local and state So-

ciety. 3. Dr. Waterman’s request that local medical

societies defer to the state Society someone as the

spokesman for the medical profession regarding the

proposed Forand Medical Care Bill at Washington.

There were no committee reports.

There was no old business.

Under Xew Business: Dr. Alexander Jaworski

spoke at some length regarding prepaid medical

care plans and urged greater interest in the future

regulation of such plans locally by all of us. and by

medical, general practice, and pediatric men. After

this, there was considerable discussion by a number
of speakers, but no specific action was taken.

Doctor Sargent presented a discussion of insur-

ance against malpractice and personal liability and

was aided by Attorney Charles Williamson, a mem-
ber of the firm retained as counsel by the State

Medical Society.

Following a question period, the meeting was

adjourned.

* * *

The dinner-business meeting of the Pawtucket

Medical Association was held at 7:30 p.m.. Feb-

ruarv 27. 1958. at the Lindsey Tavern. The attend-

ance was 33.

The minutes of the previous month’s meeting

were called for by Doctor Gaudet. read, and ap-

proved. The application of Dr. Usewolod Andrew
Jaworski for active membership was given first

reading and referred to the Standing Committee.

Communications were reported to the Societv

and actions taken thereon, as follows: The letter

from the secretary of the State Medical Society

informing us that the Council of the state Society

desires that any district society wishing to submit a

nominee for “Rhode Island Doctor of the Year"
for 1958 make such proposal to the Society on or

before March 20, 1958. Dr. Arthur W. King of

Adamsville had received endorsement bv the New-
port County Medical Society. It was moved by Dr.

Robert Riemer, seconded, and unanimously voted

that the Pawtucket Medical Association endorses

and submits as a nominee for this honor. Dr. Earl J

.

Mathewson. The secretary was instructed to so

notify the Council of the Rhode Island Medical

Society.

A letter had been received from the secretary of

the Rhode Island Medical Societv Physicians Serv-

ice asking whether we wish to make changes in our

Liaison Committee with that organization. It was
moved, seconded, and passed that our committee

for Liaison with the Rhode Island Medical Societv

Physicians Service be changed from Charles L.

Farrell, m.d.. Robert T. Henry, m.d.. Earl J. Mara.

m.d.
;
by the substitution of Dr. Robert C. Hayes'

name for that of Doctor Henry. The secretarv was
instructed to so notify Physicians Service.

The State Society executive secretary had sent

an advance copy of the Federal Income Tax Guide

for Physicians which is to be published in the fu-

ture in the American Medical Association

Journal. It was agreed to place the aforemen-

tioned tax guide for physicians in the librarv of the

Memorial Hospital staff for use by those who care

to avail themselves of it.

The report of the Committee on Public Laws was
received; and finally, a letter was received from
Dr. John J. Cunningham reporting that on January

26. 1958. fourteen members of the society met in-

formallv to discuss the many influences that affect

the practice of medicine locally, and appointed a

committee of five for the purpose of studying the

various prepaid sickness and accident insurance

programs. The Committee is as follows : Dr. A.

Jaworski. chairman; Doctor Cunningham, .secre-

tarv : Doctors Fortin. Hayes, and Horan. They

requested that this committee have the endorsement

of the Medical Society.

Doctor Gaudet announced that there would be a

meeting of the Nominating Committee on Wednes-
dav noon. March 27. at the Memorial Hospital

Nurses’ Auditorium. The Nominating Committee

is as follows : Doctors Zolmian. R. T. Stevens.

Cunningham and Ruggles. The next evening din-

ner meeting will he for members and their wives
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and other guests. He also announced that the com-

mittee arranging the annual program would be

under the direction of Dr. E. Gaudet and persons

of his choice.

A suggestion was made that the president he

allowed to call a regular meeting of the Pawtucket

Medical Association at any time to be able to in-

struct delegates before they meet. The suggestion

was moved by Doctor Hayes, and seconded by

Doctor Pauli, and then was referred to the Stand-

ing Committee.

The meeting was formally adjourned and fol-

lowed by a very excellent presentation regarding

the proposed revision of rates and benefits to be

offered by Physicians Service and of other prepaid

medical care plans. Doctors Hayes and Alexander

Jaworski presented pertinent factors with the use

of slides. Doctor Jaworski pointed out that of the

dollars paid to the M.D.’s by the Physicians Serv-

ice in Rhode Island, about 9 per cent has formerly

gone to the nonsurgical practitioners, and some 70

per cent to the surgical practitioners
;
and that under

the new plan being considered, the surgeons would
continue to get about the same amount, and there

would be a slight increase in the nonsurgical pay-

ments percentage. It was pointed out that some of

the obstetricians received large amounts from the

plan also. The General Electric Plan and other

plans, the need of care for those over 65, and the

potentialities of the voluntary program were con-

sidered. After much discussion, the groups sep-

arated with no definite action having been taken

regarding Doctor Jaworski’s committee being en-

dorsed by the Society.

Respectfully submitted,

David W. Ruggles, m.d., Secretary

PROVIDENCE MEDICAL ASSOCIATION

A regular meeting of the Providence Medical

Association was held at the Medical Library on

Monday, February 3, 1958. The meeting was called

to order by the president. Doctor Joseph G. Mc-
Williams, at 8 :30 p.m.

Minutes of Previous Meeting

The minutes of the previous meeting of the As-
sociation were not read. The president stated that

they would be published in the Rhode Island Med-
ical Journal.

Hospital Program

Doctor DiMaio, secretary, reported on the Pro-

gram of Conferences to be held by Doctor Johnson
McGuire, Physician-in-Chief, pro tempore, at the

Department of Medicine, Rhode Island Hospital,

February 3, 4, and 5. He announced that all physi-

cians interested in attending the conferences would
be welcome.

Always in

Good Taste!
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continued on next page
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Report of Committee

The president announced that the committee of

Doctors Frank Fratantuono and Albert H. Jack-

vonv had submitted a tribute for the Association

to the late Doctor Antonio Bellino.

Presentation of Membership Certificates

Doctor McWilliams presented membership cer-

tificates to physicians present who had been elected

to active membership at the January meeting of the

Association.

Scientific Program

Doctor McWilliams announced that the scien-

tific program would be a panel discussion on dia-

betes. He called upon Doctor Louis I. Kramer,

Chief of Medicine, Charles V. Chapin Hospital

;

Consultant, Departments of Medicine, Rhode
Island and Miriam hospitals, to serve as moderator.

After a brief introduction of the subject. Doctor

Kramer introduced Doctor Samuel B. Beaser,

Chief, Diabetic Clinic, Beth Israel Hospital, who
spoke on Current Status of Oral Hypoglycemic

Agents.

Doctor Beaser’s talk was mainly concerned with

the use of Orinase (tolbutamide) in diabetes melli-

tus. He pointed out that Bo5 is about as effective

RHODE ISLAND MEDICAL JOURNAL
as Orinase but is more toxic.

Orinase is a very effective hypoglycemic agent

which is rapidly destroyed and excreted by the

body. The exact mode of action is not known. It is

well known, however, that a portion of the pancreas

must be present for the drug to work.

Orinase works more effectively in diabetics who
are over forty years of age and who require on the

average of less than 35 Units of Insulin for control.

The usual dosage is 1 to 2 tablets two times daily.

Insulin is slowly withdrawn while the number of

tablets is increased to meet the requirements.

Orinase is best tolerated after meals and is con-

traindicated in patients with peptic ulcer.

The second formal presentation was by Doctor

Luke Gillespie of Boston. Associate, Department
of Gynecology and Obstetrics, Harvard Medical

School, who spoke on the subject of Management
of Diabetes in Pregnancy.

At the outset of his speech, Doctor Gillespie listed

the main objectives in the treatment of diabetes in

pregnancy : 1 . To carry diabetic through her preg-

nancy and for 20 additional years; 2. To prevent

development or acceleration of vascular disease

;

3. To increase fetal salvage
;
and 4. To prevent the

development of diabetes in children of diabetics.

He said that approximately 23% of infants of

diabetic mothers and fathers will develop diabetes

by maturity.

Special consideration in the management of

pregnant diabetics were listed as follows : 1 . Classi-

fication of pregnant diabetics
;

2. Rigid control

;

3. Diet; 4. Prevention of edema and hydramnios:

5. Female sex hormone treatment; 6. Timing of

delivery
;
7. Type of delivery

;
8. Special care of the

newborn
;
and 9. Yearly physical check of newborn.

All diabetics who are pregnant are kept on a salt

poor diet, Diamox (now Diuril), and ammonium
chloride, all in an attempt to keep weight down

;

to keep edema down to a minimum.
The speaker advised the elimination of the last

three weeks of the pregnancy if possible— deliver

no later than the 37th week. Doctor Gillespie

pointed out that 50% of the patients require Caesa-

rean section and 50% are delivered pelvically.

All pregnant diabetics should be treated with

dailv intramuscular injections of Stilbesterol and

Prolutin as soon as possible after start of preg-

nancy.

The advantages of female sex hormone treat-

ments were listed as follows: 1. To lessen per-

centage of spontaneous abortions and premature

births
;

2. To lessen incidence of hydromnios

;

3. To decrease incidence of toxemias; 4. To de-

crease incidence of intrauterine deaths
;

5. To in-

crease fetal salvage ;
6. To lessen weight of babies

;

7. To decrease progression of vascular disease in

mothers; and 8. To improve diabetes in mother.
concluded on page 214
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PROVIDENCE MEDICAL ASSOCIATION
concluded from page 212

In a series of 313 pregnant diabetics of all de-

grees, 87% was salvaged.

Very few pregnancies are interrupted unless

renal failure develops.

Following the presentations there was general

discussion of the subject with audience participa-

tion.

Adjournment

The meeting was adjourned at 10:15 p.m.

Collation was served.

Attendance was 96.

* * *

A meeting of the Providence Medical Associa-

tion was held at the Rhode Island Medical Society

Library on Monday, March 3, 1958. The meeting

was called to order by the president, Doctor Joseph

G. McWilliams, at 8:30 p.m.

Minutes of Previous Meeting

The minutes of the previous meeting were not

read. Doctor McWilliams reported that these min-

utes would he published in the Rhode Island Med-
ical Journal.

Report of the Secretary

Doctor Michael DiMaio announced that the Com-
mittee on Entertainment planned to have the annual

r.
TASTY-MONIALS

|

(Shamelessly Culled
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dinner of the Association and the Annual Golf

Tournament on Wednesday, June 4. at the Wanna-
moisett Country Club in Rumford.

Application for Membership

Doctor DiMaio reported that the Executive

Committee recommended for election to active

membership in the Association Doctor Normand E.

Gauvin.

It was moved, seconded, and passed that Doctor

Gauvin be elected an active member of the Asso-

ciation.

Scientific Program

Doctor McWilliams introduced as the first guest

speaker, Doctor Vincent J. Oddo, former Chief of

Oology, St. Joseph’s and Charles V. Chapin hos-

pitals
;
Consulting Urologist, St. Joseph’s Hospital,

who spoke on Prostatic Hemorrhage and a New
Hemostatic Catheter.

The catheter was designed in an attempt to les-

sen bleeding following prostatectomy and to shorten

convalescence. He demonstrated the catheter by

use of a plastic model. The speaker emphasized the

point that the new catheter obviated the need for

tension on the catheter as was necessary with the

old-style catheter.

The second speaker was Mr. Eugene T. Loth-

gren, general agent, Northwestern Mutual Life In-

surance Company, whose topic was Tax Savings in

Estate Planning for Physicians.

Mr. Lothgren’s talk precipitated many interest-

ing questions from the floor. It was a very profitable

talk, indeed.

Adjournment

The meeting adjourned at 10:15 p.m.

Attendance was 78.

Collation was served.

Respectfully submitted,

Michael DiMaio. m.i>.. Secretary

Butterfield's

DRUG STORE
Corner Chalkstone & Academy Aves.

ELMHURST 1-1957
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RHODE ISLAND MEDICAL SOCIETY PHYSICIANS SERVICE

Report of the Ninth Annual Meeting of the

Corporation
, January 29, 1938

T he ninth annual meeting of the Corpora-

tion of the Rhode Island Medical Society Phy-

sicians Service was held at the Rhode Island Med-
ical Society Library on Wednesday. January 29.

1958.

The meeting was called to order by the president.

Doctor Charles J. Ashworth, at 8:35 p.m. The fol-

lowing members of the

tendance

:

Charles J. Ashworth, M.D.
Irving A. Beck, M. D.

Joseph A. Bliss, M.D.
Henry Brownell, M.D.
Alex M. Burgess, Jr.. M.D.
Bertram Buxton. Jr., M.D.
Wilfred I. Carney, M.D.
Francis I. Chafee, M.D.
William B. Cohen, M.D.
Harry E. Darrah, M.D.
John A. Dillon. M.D.
Michael DiMaio, M.D.
Peter C. Erinakes, M.D.
Samuel Farago, M.D.
Charles L. Farrell, M.D.
William J. H. Fischer, M.D.
Ulysse Forget, M.D.
Frank D. Fratantuono, M.D.
}. Merrill Gibson, M.D.
John F. W. Gilman, M.D.
Seebert J. Goldowsky, M.D.
Stanley Grzebien, M.D.
Edmund T. Hackman, M.D.

Corporation were in at-

Russell P. Hager, M.D.
John C. Ham, M.D.
Robert C. Hayes, M.D.
Joseph A. Hindle, M.D.
Walter S. Jones, M.D.
Earl F. Kelly, M.D.
Ernest K. Landsteiner, M.D.
James McGrath, M.D.
Joseph G. McWilliams, M.D.
William S. Nerone, M.D.
Francis W. Xevitt, M.D.
Thomas Perry, Jr.. M.D.
Arnold Porter, M.D.
William A. Reid, M.D.
Louis A. Sage, M.D.
Francis B. Sargent. M.D.
William J. Schwab, M.D.
Charles A. Serbst. M.D.
Janies J. Sheridan, M.D.
Stanley D. Simon, M.D.
George W. Waterman, M.D.
Harold Woodcome, M.D.
Hrad Zolmian, M.D.

Also in attendance were Mr. Stanley Saunders,

executive director; Mr. Edgar Clapp, associate

executive director; Mr. Arthur L. Hanley, enroll-

ment director
;
Mr. J. Lewis Eddy and Mr. George

Peterson, of the Claims Department
;
and Mr. John

E. Farrell, executive secretary. Several physicians,

non-members of the Corporation, were also in at-

tendance at the meeting.

Address of the President

Doctor Charles J. Ashworth, president, read his

annual report which is made part of the official

minutes of the meeting.

Annual Report of the Secretary

Doctor Ernest K. Landsteiner. secretary, read

his annual report, copy of which was submitted to

each member of the Corporation and copy of which

is made part of the official minutes of the meeting.

Action: It was moved that the annual report of

the secretary be received and placed on file. The
motion was seconded and adopted.

Annual Report of the Treasurer

Doctor Orland F. Smith, treasurer, read his an-

nual report, copy of which was submitted to each

member of the Corporation and copy of which is

made part of the official minutes of the meeting. It

was moved that the annual report of the treasurer

be received and placed on file. The motion was
seconded and adopted.

Election of Members to the Board of Directors

The president reported that the House of Dele-

gates of the Rhode Island Medical Society had

nominated to serve for three-year terms until the

annual meeting of the Corporation in 1961 the fol-

lowing physicians

:

Frederick Eckel, M.D. (Westerly)

Henri E. Gauthier, M.D. (Woonsocket)

Charles L. Farrell. M.D. (Pawtucket)

Frank Logler, M.D. (Newport)

Action: It was moved that the physicians nom-

inated by the House of Delegates of the Rhode

Island Medical Society to he directors of the Cor-

poration lie declared elected. The motion was sec-

onded and adopted.

Report on a Suggested Extended Benefits Plan

Doctor Charles L. Farrell, chairman of a special

Committee to study the problem of providing ex-

tended benefits toward the cost of hospitalization

and medical service, reported for his committee at

the request of the Board of Directors of Physicians

Service. He utilized lantern slides to further illus-

trate his explanation and he discussed in detail the

problems of the committee in its attempt to find a

possible plan to provide additional protection for

major illness beyond the limits of the present basic

coverage of the plans. A mimeographed report of a

suggested approach to the problem was submitted to

the members of the Corporation for their consid-

eration.

Action: A motion was made that the Corporation

express its appreciation to the subcommittee of the

Board of Directors for its work in exploring pos-
continued on page 218
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PHYSICIANS SERVICE CORPORATION
continued from page 216

sible approaches for an extended benefits program
towards the expense of hospitalization and medical

services, and further that it refer the committee’s

report to the House of Delegates of the Rhode
Island Medical Society for further study by a com-
mittee of the House named by the president of the

Society, and further that such committee be re-

quested to report to the House of Delegates within

ninety (90 ) days. The motion was seconded and

adopted.

Adjournment

The meeting of the Corporation was adjourned

at 10:05 p.m.

Respectfully submitted,

Ernest K. Landsteiner, m.d.. Secretary

Atinual Report of the Secretary

At the annual meeting of the Board of Directors

of the Corporation the following officers were

elected

:

Charles J. Ashworth, M.D. President

Earl J. Mara, M.D. Vice President

Orland F. Smith, M.D. Treasurer

Ernest K. Landsteiner, M.D. Secretary

The Board elected as its representatives of the

public the following

:

Messrs. Walter F. Farrell, James R. Donnelly,

John J. Halloran, and George R. Ramsbottom, and

it also elected as public representatives and repre-

sentatives of the Hospital Service Corporation,

Messrs. Felix A. Mirando and Chelcie C. Bosland.

During the year the Board of Directors held five

RHODE ISLAND MEDICAL JOURNAL
meetings and the Executive Committee also held

five meetings. Four standing committees were
named, and all were very active during the vear. as

were special appointed committees named for spe-

cific study programs by the president with ap-

proval of the Board.

1 he year has been an extremely busy one for the

Board in view of the rapid growth of the program,
the extension of benefits, and the detailed studies

involved in determining possible expansion of bene-

fits. Contract revisions, determination of special

procedures and ancillary services as presented by
the Claims Committee, proposals for coverage to

include other than physicians’ services, legal prob-

lems, the development of a special supplemental

contract jointly with Blue Cross, investments, rate

evaluations, and studies of major medical expense

coverage—all have demanded much time and work
by your directors.

As evidence of the continuous development of

the Physicians Service Program the attached sum-
mary comparison of statistics for the years 1956

and 1957 is made part of this report.

Respectfully submitted,

Ernest K. Landsteiner, m.d., Secretary

Annual Report of the Treasurer

The year 1957 completed the eighth full year

since the beginning of the Medical Society’s Volun-

tary prepayment medical care plan and was no ex-

ception to our experience in the previous seven

years. The total number of subscribers increased by

2,566 during the year, for a grand total of 505,313

who paid $6,569,532.16 in subscription costs. With

Rhode Island Medical Society Physicians Service

Comparison of Statistics — Years 1956 and 1957

1956 1957
Increase or

<Decrease)

Subscribers 502,747 505,313 2,566

Xo. of Firms Buying Physicians Service 803 1,090 287

No. of Participating Physicians 883 915 32

Total of Claims Paid $5,587,950 $5,796,851 $208,901

Total of Claims Paid Since Start of Plan $20,750,523 $26,547,374 $5,796,851

Total Assets $2,742,285 $3,266,901 $524,616

Total Income $6.341 .009 $6,632,356 $291,347

Total Reserves $1,117,618 $1,592,957 $475,339

Operating Expenses $323,580 $335,949 $12,369

Operating Expense—% 5.1% 5.1%
Ratio of Claims to Income 88.2% 87.4% (

>' i )

Xumber of Cases Paid:

*Surgeons 73.185 79,554 6,369

* Assistants 12,659 12,934 275
*Anesthetists 26,978 26,873 (105)

Medical 12,033 13,756 1,723

X rav and E.K.G 75,112 81,529 6,417

TOTAL 199,967 214,646 14,679

^Maternity Cases (included in above) 10,633 10,958 325
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a small percentage of income from invested funds,

our total income was $6,632,356.70.

Of this amount, a total of $5,792,704.79 was ex-

pended in the payment of Surgical-Medical claims

for professional service rendered to our sub-

scribers.

Operating expenses remained stationary at 5.1%
for a total of $335,949.76 or $10,599.48 more than

1956. This increase in cost for processing 2,566

more subscribers represents a drop in expense of

about 75% over a year ago and may indicate that

operating expenses may go lower a year hence.

Total reserves increased by $499,555.80 for the

largest single annual experience and now stand at

$1,592,957.48.

Investments increased by $300,000 and now
stand at $2,332,561.64.

Accrual accounts for unpaid surgical-medical

and maternity decreased by $7,756.00 to

$937,698.00.

A breakdown of the balance sheet shows funds to

have been dispersed from the total income of

$6,632,356.70 as follows

:

Surgeons $3,595,870.38

Assistants 250,340.00

Anesthetists 492.580.80

Medical 630,525.71

$4,969,316.89

Less accrual of 24.977.00

$4,944,339.89

X ray and E.K.G. net 848.364.90

Total paid to physicians. $5,792,704.79

Respectfully submitted,

Orland F. Smith, m.d., Treasurer
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Cbapi)i Hospital Study Committee Appointed

A committee has been appointed by the president

of the Rhode Island Medical Society to investigate

and report on all aspects of the Charles V. Chapin

Hospital in co-operation with a Providence citizens’

committee constituted for the same purpose. Mem-
bers of this joint committee are : Hannibal Hamlin,

m.d., Chairman. Maurice Adelman, m.d., Russell P.

Hager, m.d., Albert Gaudet, m.d., Joseph G. Mc-
Williams, m.d., Vera Behrendt. m.d., Mr. William

H. Edwards, Mrs. John Langdon, Mrs. Lewis N.
Madeira, and Mr. Benjamin R. Sturges.

The Committee is in accord that the future de-

velopment and proper utilization of the services of

the Charles V. Chapin Hospital is of vital impor-

tance to the health and welfare of the community of

the City of Providence and the State of Rhode
Island.

The Committee has enlisted the assistance of

Doctor Theodore H. Ingalls, associate professor of

epidemiology at the Harvard School of Public

Health, who will become professor of epidemiology

and preventive medicine at the University of Penn-

sylvania School of Medicine on July 1. 1958. He
has consented to undertake an impartial evaluation

of the current and probable future status of com-
municable diseases in Rhode Island with regard to

the role of Charles V. Chapin Hospital
;
and he will

advise the Committee generally in the performance

of its task. The cost of this work is to be supported

by a grant from the Rhode Island Foundation. It is

expected that Doctor Ingalls will obtain such con-

sultive aid as he may require from sources of his

choice.

The Committee will devote major consideration

to the possible development of facilities offered by
Charles V. Chapin Hospital to meet unfilled needs

in mental health, diseases of the aged, and the care

of handicapped or mentally retarded children, a

field in which Doctor Ingalls has an international

reputation.

The Committee aims to make its report to the

Rhode Island Medical Society by June 1, 1958.

A.ALA. to Publish Tabloid Newspaper

Members of the American Medical Association

will soon receive bimonthly a new A.M.A. publica-

tion that should go far towards informing each

physician of important medical-economic and med-

ical-sociological problems throughout the nation.

Through this new A.M.A. News, to be written as

a sixteen-page tabloid with a newspaper format,

physicians will get firsthand information on actual

news stories of medical issues in the forty-eight

states. The first issue will he distributed at the time

of the annual session in San Francisco late in June,

and subsequently regular mailings will reach even-

member.

New Mead Johnson and Co., Trade-mark

In case you are wondering about the new trade-

mark which is seen on all Mead Johnson and Com-
pany’s advertising, literature, packaging, etc. — a

flame in a square— it symbolizes growth and prog-

ress in a framework of stability and dependability.

The new mark is the focal point of a new corporate

identity program to standardize all aspects of the

Company’s communications with the medical and

allied professions and the public.

Half of U.S. and Canadian Hospitals Accredited

The most recent Bulletin of the Joint Com-
mission on Accreditation of Hospitals (of

which Doctor Alex M. Burgess, Sr., of Providence

is vice-chairman) reports that of the estimated

7,000 hospitals in the United States and Canada

eligible for accreditation only 55.1 % arc accredited.

In the five years since 1952 when the Commission

started its work the number of United States hos-

pitals accredited has risen from 3,085 to 3,525.

Maryland Radiologists Disagree with Blue Cross

When a request for a 22% rate increase was pre-

sented to the Maryland Insurance Commission in

January, Maryland radiologists opposed the request

as “unjustified.” Root of the problem apparently

lies in the fact that radiological benefits are sold as

part of Blue Cross services, and not as medical serv-

ices under the Blue Shield program. The radiolo-
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gists complained that based on their experience

and observations probably 33 l/s% of the hospital

admissions paid for by Bine Cross are made for

the purpose of exploratory diagnoses which could

be done in the office of the practicing radiologists

at a lower cost.

Census Bureau Releases Statistics

The Bureau of the Census has just released its

detailed estimates of total U.S. population as of

July 1, 1957, by age, color, and sex. Since the 1950

census, total population increased by 20 million

(13.3%) to 171.2 million. Persons 65 and over,

however, increased by 21% (more than 2.5 million )

to a total of more than 14.7 million.

Those in the 45 to 64 age group increased at a

rate slightly less than the total population, while the

18 to 24 group showed an actual decrease of 4.7%.

As expected, the 5- to 13-year-olds (the post-war

babies) showed the biggest gain, 35.5% (7.9 mil-

lion) to a current total of more than 30 million.

The more rapid increase in longevity among
women was again demonstrated as the 65 and over

group showed an increase to 118 women per 100

men.

Trends in Diabetes Control

Comments on the substantial progress in recent

years toward the control of diabetes mellitus, the

Health Information Foundation recently noted that

this chronic disease remains a major health prob-

lem in the country. “Diabetes is today largely a

disease of middle and old age,” the report states,

“and its importance has grown as medical advances

have added to life expectancy, thus creating an

ever-enlarging group of persons with increased

susceptibility.” Although more people currently

have the disease, their mortality is lower and their

life expectancy markedly greater. Early detection

and treatment still remain basic ways to control the

disease.

Helping Hands for Julie

The A.M.A. and the American Hospital Asso-

ciation are jointly sponsoring a health career film

under this title that will he available to county med-
ical societies for non-theatrical showings by July 1.

The film will have its previewing during National

Hospital Week. May 11-17. for the exclusive pur-

pose of advance showings to vocational guidance

counselors.

Designed to appeal especially to junior high and
early high school students. Helping Hands for Julie

is a story of a child’s hospitalization and of the

variety of personnel involved in her care.

Custodial Care Under Hill-Burton Law

?

Representative John Fogarty, chairman of the

House Appropriations subcommittee on the De-
continued on next page
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partment of Health, Education and Welfare budget,

would like to see the Hill-Burton hospital construc-

tion law provide also for the building of custodial

facilities for the aged. He would also favor enlarg-

ing the starts of H.E.W. and the Labor Depart-

ment that deal with problems of the aged. These

views were expressed during Congressman Fo-

gartv's appearance before a House Education and

Labor committee.

Insurance Industry Reports on Health Coverages

Benefit payments by insurance companies to

Americans protected by health insurance policies

amounted to a record 2.5 billion dollars in 1957. the

Health Insurance Institute reported today. This

figure, the Institute said, represents a 16.1% in-

crease in benefit payments over the 2.1 billion dol-

lars paid in 1956.

Latest figures supplied by the U.S. Department

of Labor in its 1957 Consumer Price Index showed

that medical care costs during the year rose by 4%.
The Institute report is based upon a survey of

the nation’s insurance companies writing policies

which help pay for doctor and hospital bills and for

loss of income incurred as a result of accident or

sickness.

The survey revealed that reimbursements through

group insurance plans in force during the vear to-

taled 1.8 billion dollars, or 21.3% over 1956. while
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payments through individual and family tvpe pol-

icies amounted to 619 million dollars, a rise of 3%
over the previous year.

Payments to policyholders covered under hos-

pital expense insurance policies, the Institute fur-

ther reported in listing the figures by type of serv-

ice. amounted to over 1 billion dollars, with 778
million dollars paid under group policies and 224

million dollars paid by insurance companies to

individual policyholders.

Reimbursements to defray the cost of surgeons’

fees totaled 398 million dollars, with 322 million

dollars received by holders of policies under group
plans, and 76 million dollars paid to persons covered

by individual surgical expense insurance policies.

Persons covered for non-surgical medical care

and treatment through regular medical expense in-

surance policies received a total of 71 million dol-

lars during the year. Group policyholders received

61 million dollars, while those covered by individual

policies were paid 10 million dollars.

Benefit payments to those protected against the

cost of serious, or catastrophic illness or accident

through major medical expense insurance policies,

including supplemental and non-supplemental cov-

erage to the basic health cost plans, amounted to

130 million dollars. Group plan payments totaled

126 million dollars, while individual contract bene-

fits came to 4 million dollars. Of particular note,

added the Institute, is the fact that payments in

1957 through major medical policies, the fastest-

growing form of health insurance, increased by

100% over the year 1956.

In concluding its report of payments for health

care by the insurance companies throughout the

L’nited States, the Institute stated that the increase

in such payments reflects the continued efforts of

the public to pay its doctor and hospital bills

through the voluntary nongovernmental mechan-

ism.

The Health Insurance Institute is the central

source of information for the nation's insurance

companies serving the public through voluntary

health insurance.

Cancer Society’s Spring Crusade

The American Cancer Society’s annual Spring

Crusade is the climax of its year-round attack on

cancer through research, professional and lav edu-

cation, and service to the stricken. A study of the

cancer scoreboard indicates that steady progress is

being made. More and more lives are being saved.

Progress encourages more progress.

Earlier diagnosis, new methods of treatment and

a greater public awareness have contributed to this

progress. It is often said that the life of the cancer

patient is in the hands of the first physician he con-

sults. The Society, therefore, conducts a broad pro-

fessional education program, making available to

concluded on page 224
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doctors, through literature, films, exhibits, and

other materials, information on the latest advances

in detection, diagnosis and treatment.

As the Society aids the doctor, so does its large

corps of volunteers aid the cancer patient with

dressings, transportation, home care, medication

and a host of other vitallv needed services.

Trudeau School of Tuberculosis Schedule for June

The Trudeau School of Tuberculosis and Other

Pulmonary Diseases, which will hold its Forty-

third Session from June 2nd to 20th, 1958, con-

tinues to provide a unique opportunity for training

in the field of chest diseases. This annual post-

graduate course, conducted under the auspices of

the Trudeau Foundation and supported by the

Hyde Foundation, is able to provide outstanding

instruction at a minimal tuition of $100.00 for a

three weeks’ session. Attendance at the Trudeau
School carries with it some distinction as well as a

thorough review for specialization in pulmonary
diseases or for work in public health involving

tuberculosis.

All inquiries should be addressed to the Secre-

tary, Trudeau School of Tuberculosis and Other

Pulmonary Diseases, Box 500, Saranac Lake.

New York.
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MEDICARE REGULATIONS

Furnishing of Drugs

to Maternity Patients

1. Notwithstanding paragraph 6 of O.D.M.C.
Letter No. 4-58 or the absence of specific reference

in the Medicare Manual and Schedule of Allow-

ances, as included in contract restatements and ex-

tensions, the provisions of paragraph 4j, O.D.M.C.
Letter No. 4-58 relating to the furnishing of drugs

to maternity patients will continue in effect until

further notice.

2. In other words, the policy of permitting physi-

cians to add to their statements (DA Form 1863)

their cost of those drug items which have been

directly or indirectly furnished to a maternity pa-

tient is continued in effect. (Direct furnishing of

drugs is : supplying drugs by the physician’s office

to the patient ; indirect furnishing is : the physician

writes a prescription to the patient hut has the

pharmacy hill him, the physician, for the drugs

dispensed.

)

3. In order to lie considered payable as a “com-
plete” claim, the itemized cost of drugs furnished

to maternity patients must he entered on the Claim

Form (DA Form 1863) or attached thereto. Mini-

mum itemization must include : the quantity, the

nomenclature, and the cost of the drugs.

Medicare Children

One category of dependents eligible for care un-

der the Medicare Program is unmarried legitimate

children who have not passed their 23cl birthday

and are enrolled in a full-time course of study in an

institution of higher learning as approved by the

Secretary of Defense or the Secretary of Health,

Education, and \\ elfare and are, in fact, dependent

upon the member for over one half of their sup-

port. (Para 103d(7 ). Joint Directive)

The institutions of higher learning which are

approved as accredited are those currently listed bv

the regional accrediting associations or national

professional association by the LhS. Office of Edu-
cation. Department of Flealth, Education, and Wel-
fare. The current reference list is Education Di-

rectory 1955-56, Part 3, Higher Education.

in dysmenorrhea

itrine® with Phenobarbital
125 mg. 15 mg.

• relaxes the hypertonic uterus thus relieving pain

• furnishes gentle sedation
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PROGRAM . . . 147th ANNUAL MEETING

RHODE ISLAND MEDICAL SOCIETY

May 1 3 and 14. 1958 At the Rhode Island Medical Society Library

7 :00 p.m.

8 :00 p.m.

8:15 p.m.

9:00 p.m.

10:00 p.m.

10:00 a.m.

10 :55 a.m.

11 :00 a.m.

11 :30 a.m.

TUESDAY, MAY 13

REGISTRATION AND TOUR OF TECHNICAL EXHIBITS

CALL TO ORDER
Presiding: George W. Waterman, m.d.. of Providence, Rhode Island

(President. Rhode Island Medical Society)

“CLINICAL AND EXPERIMENTAL HOMOTRANSPLANTATION
OF SKIN. KIDNEY, AND BONE MARROW”

Joseph Murray, m.d., of Boston. Massachusetts

(Associate in Plastic Surgery, Peter Bent Brigham Hospital; Clinical

Associate in Surgery. Harvard Medical School; Director of Surgical Re-

search Laboratory. Peter Bent Brigham Hospital and Harvard Medical

School)

“THE PREVENTION OF SOMATIC AND GENETIC
RADIATION INJURY”

(Charles V. Chapin Oration)

Shields Warren, m.d., of Boston. Massachusetts

(Professor of Pathology, Harvard Medical School; Pathologist. New
England Deaconess Hospital)

ADJOURNMENT. TOUR OF TECHNICAL ENHIBITS

WEDNESDAY, MAY 14

REGISTRATION AND TOUR OF TECHNICAL ENHIBITS

CALL TO ORDER

Presiding: Stanley Sprague, m.d., of Pawtucket. Rhode Island

(Vice President. Rhode Island Medical Society)

“TREATMENT OF FRESH FRACTURES OF NECK OF
FEMUR WITH INTRAMEDULLARY STEMMED PROSTHESES”

Americo A. Savasta.no, m.d., of Providence. Rhode Island

(Diplomate, American Board of Orthopedic Surgery; Fellow, American

Academy of Orthopedic Surgery; Orthopedic Staff of Rhode Island Hos-

pital. Miriam Hospital. St. Joseph’s Hospital. Our Lady of Fatima Hos-

pital ; Consulting Orthopedic Surgeon to the University of Rhode Island)

“THE USE OF ADJUNCTIVE SURGERY IN THE RADIO-
LOGICAL MANAGEMENT OF CERVICAL CANCER"

Henry J. McDuff, |r.. m.d.. of Providence. Rhode Island

(Chief of Gynecology, Rhode Island Hospital)
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12 :00 noon “PERINATAL FACTORS IN CHILD DEVELOPMENT”
Glidden Brooks, m.d., of Providence. Rhode Island

12:30-1 :55 p.m. INTERMISSION. Buffet luncheon in basement dining room

TOUR OF EXHIBITS

1 :55 p.m. CALL TO ORDER
Presiding: George W. Waterman, m.d., of Providence, Rhode Island

(President of the Rhode Island Medical Society)

Recognition of Delegates from State Medical Societies

2 :00 p.m. “SURGICAL PROBLEMS OF THE EXTERNAL BILIARY TRACT”
Leland McKittrick, m.d., of Boston, Massachusetts

(Clinical Professor of Surgery, Harvard Medical School)

2 :30 p.m. “HIATUS HERNIA AND ESOPHAGITIS”

Richard H. Marshak, m.d., of New York, New York

(Associate Roentgenologist, Mt. Sinai Hospital; Fellow, American Col-

lege of Radiology, American Roentgen Ray Society, American Gastro-

enterology Society; Lecturer in Radiology; Postgraduate Course, Colum-
bia University)

3:00 p.m. “WHEN SHOULD HEART DISEASE BE COMPENSABLE?”
William Greer, m.d., of Boston. Massachusetts

(Assistant Professor of Medicine, Boston University School of Medicine;

Associate Visiting Physician, Massachusetts Memorial Hospitals
;
Asso-

ciate Member, Robert Dawson Evans Memorial)

3:30-4 :00 p.m. INTERMISSION TO VISIT TECHNICAL EXHIBITS

Oo “NEUROSURGICAL METHODS OF RELIEVING SEVERE
CHRONIC PAIN IN THE THORAX AND ABDOMEN”

James White, m.d., of Boston, Massachusetts

(Chief of Neurosurgical Service, Massachusetts General Hospital; Pro-
fessor of Surgery, Harvard Medical School)

4 :30 p.m. PRESIDENTIAL ADDRESS
George W. Waterman, m.d., of Providence, Rhode Island

(President, Rhode Island Medical Society)

5 :00 p.m. GENERAL SESSION OF THE RHODE ISLAND MEDICAL SOCIETY
(Installation of officers for 1958-1959)

5 :30-6 :00 p.m. TOUR OF TECHNICAL EXHIBITS

6 :00-7 :00 p.m.

EVENING SESSION

RECEPTION. Sheraton-Biltmore Hotel

(For members of the Society and guests)

7 :00 p.m. ANNUAL DINNER, Sheraton-Biltmore Hotel

Presidential Award to Doctor Waterman

9:00 p.m. ADDRESS
Honorable John O. Pastore

United States Senator, State of Rhode Island
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BOOK REVIEWS

NEW ENGLAND HOSPITALS, 1790-1833, by

Leonard I\. Eaton. University of Michigan

Press, Ann Arbor, Michigan. 1957. $6.00

To those interested in the history of American

medicine, and particularly to the older physicians

of the present day who were educated medically in

New England, this book is of great interest.

Although it is an account of the founding of the

hospitals of New England, with an explanation of

the social circumstances that called them into being

and the problems of planning, construction and

finance that were involved, the greatest interest, in

the judgment of this reviewer, lies in the light it

throws on the character and thinking of the people

responsible for the founding of these hospitals, and

the way the}- organized and carried on the care of

their patients. One can realize as he reads of the

medical problems such as the treatment of typhoid,

pneumonia, puerperal fever, etc., with which these

physicians were forced to cope, that despite their ob-

vious lack of means of effectively controlling such

infections, their leaders had the compassion for

human suffering and the ambition to alleviate it that

mark the good doctor of all periods of history.

It is also of great interest to note the beginnings

of teaching and research in hospitals stimulated

especially by contact with the great French clini-

cians Pierre Louis, Andral and others.

The five hospitals founded before 1833, and dis-

cussed in this volume are the Massachusetts General

and McLane hospitals in the Boston area, the Hart-

ford Retreat, and then later institutions, the New
Haven Hospital, the W orcester State Hospital for

Mental Disease, and the Boston Lying-In. These

institutions are freely compared in a clear and fac-

tual manner with similar hospitals which were

founded somewhat earlier in New York and Phila-

delphia as well as others in Europe. The discussions

are very completely documented and give evidence

of a great deal of devoted research. The author

states in the biographical essay at the end of the

book that, “This volume is based largely upon un-

published sources . . . institutional and official ar-

chives and personal papers.”

The light that is thrown on the attitude and

thinking of such men as Eli Todd, Rufus Wyman
and others, in the care of patients with mental

disease is of interest, particularly as one sees in the

work of Doctor Todd at the Hartford Retreat the

appearance of the modern attitude of compassion-

ate care of the unfortunate people who in those days

were known as “lunatics.” To physicians medicallv

nurtured in Boston, and particularly to those who
attended Harvard Medical School in the earlv years

of this century, the names of James Jackson, John
Collins W arren, Nathan Smith. Bigelow and others

have long been known and revered.

To a Rhode Islander the reference to Elisha

Bartlett's “History, Diagnosis and Treatment of

Typhoid and Typhus Fever
;
with an Essay on the

Diagnosis of Bilious Remittent and of Yellow

Fever,” published in 1842, and Osier’s character-

ization of this publication as “one of the most suc-

cessful works ever issued from the medical press,”

there comes an additional thrill.

In the Boston group the record of James Jackson

is outstanding, not only as a true physician and

humanitarian but also as a pioneer in hospital teach-

ing and research.

The book is very well written and its interest

increases progressively from page to page. It brings

to the physician of today not only the understanding

of the problems in the establishment of these early

New England hospitals but also a deep feeling of

pride in his medical forebears.

Alex M. Burgess, m.d.

GOEPP'S MEDICAL STATE BOARD QUES-
TIONS AND ANSWERS by Harrison F.

Flippin, M.D. W. B. Saunders Co., Phil., 1957.

$8.00

This is the ninth edition of a distinguished book

with fifty years of teaching tradition. In a question

and answer form, it gives reliable medical informa-

tion covering the fields of anatomy, pathology,

chemistry and physiology, pharmacology, clinical

pathology, medicine, public health and preventive

medicine, surgery, obstetrics and gynecology and

medical jurisprudence. Recent advancements in

diagnostic procedures (PBI, transaminase deter-

minations, etc.), therapeutics (steroids, anti-

microbial agents, biochemical control of malignant

diseases, new cardiovascular drugs, tranquilizers,

etc.), and in surgical techniques (such as cardio-

vascular surgery) are competently presented and

make the book very up to date.
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The book is primarily meant for. and lias been
widely used by, candidates for State Board exam-
inations. It will help definitely to refresh their

memories of medical teachings and stop many gaps
in their medical knowledge. Whether it will answer
all the questions of an examining board, remains to

be seen. However, it will certainly provide a sound
basis in preparation for a board examination.

Besides being an indispensable aid to examination
candidates, this very thorough book is highly recom-

mended also to the practicing physician who wants
to keep abreast in the ever growing, various fields

of medicine. For him. Goepp’s Questions and An-
swers present the very essentials of proven facts

and decisive developments in medicine in a clear-

cut, down-to-earth manner. An extensive index will

greatly facilitate the usage of this work as a concise

reference book.

Earl F. Kelly, m.d.

DERMATOLOGY, by Donald M. Pillsbury,

M.D., Walter B. Shelley, M.D., and Albert M.
Kligman, M.D. Philadelphia: W. B. Saunders,

1956. $20.00

This reviewer has not often encountered a publi-

cation so comprehensive in scope, so specific in

diagnosis and therapy and so generally useful to

students and general practitioners, as well as der-

matologists. This book belongs on the shelf of

every interested physician. The authors have in-

cluded the most up-to-date conceptions and prac-

tices and have expressed their own ideas without

regard for traditional thinking. It is their aim to

acquaint students and physicians with the funda-

mental aspects of skin physiology and its useful

applications.

The book is organized in such a manner that the

reader can readily find the necessary information.

There are five sections: applied basic principles in

disease of the skin
;
basic principles and clinical

applications of allergy and hypersensitivity
;
prin-

ciples of diagnosis
;
dermatologic therapy

;
and

cutaneous medicine. Each section is divided into

chapters. The 52 chapter headings are clear and
concise, including such subjects as pigment forma-
tion, keratinization, fundamentals of cutaneous

mycology and bacteriology, contact dermatitis of

the allergic type, clinical examination and regional

diagnosis, topical and systemic therapy, psycho-

cutaneous medicine and industrial dermatoses.

Dermatologic terminology has been simplified,

and many older synonyms have been purposely

omitted. Fundamental principles are excellently

presented, permitting a rational and scientific thera-

peutic approach to dermatology.

Controversy may arise over that part of the book
that deals with X-ray therapy, but this reviewer,

229

in light of his own experience, agrees with the stand

taken by the authors.

The text on the common skin conditions is com-
plete and well illustrated. A valuable contribution

to the teaching of dermatology has been made by
the authors. This text can be highly recommended
to the student or dermatologist.

Bencel L. Schiff, m.d.
'

THE SPECIALTIES IN GENERAL PRAC-
TICE, edited by Russell L. Cecil, M.D. and
Howard F. Conn, M.D. W. B. Saunders Com-
pany, Philadelphia, 1957. $16.00

The second edition of this most useful volume
is organized in the same way as the first and written

by the same able group of contributors. There are

sections on minor surgery, orthopedic surgery,

fractures, urology, diseases of anus, rectum and
colon, gynecology, obstetrics, pediatrics, eve, ear.

nose and throat, dermatology, and psychiatry. Each
section tries to define what conditions lie within

the scope of the family doctor, and what should be
referred, and describes the conditions common to

that specialty.

In general, the second edition brings up to date

the information about antibiotics, steroids, tran-

quilizers, and other important drugs. The discus-

sion on burns is revised to include open treatment,

and a new method of reducing dislocated shoulders

is described. The passages describing diseases re-

main essentially the same.

This excellent book continues to serve two use-

ful purposes. It is a guide to the general practi-

tioner as to what and how he should handle com-
mon conditions in each specialty. It is a convenient

ready reference book for every day office use, re-

markably complete in its description of diseases in

each specialty.

Robert W. Drew, m.d.

continued, on next page

Curran & Burton, Inc.

INDUSTRIAL
AND WHOLESALE

COAL OIL
17 CUSTOM HOUSE STREET

PROVIDENCE, R. I.

DExter 1-3315
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THE CHANGING PATIENT-DOCTOR RE-
LATIONSHIP by Martin G. Vorhaus, M.D.,

F.A.C.P.
;
Drawings by A. Birnbaum. Horizon

Press, New York, 1957. $3.95

The author’s aim is best characterized by his

words in the preface to this impressive work :

“There is a great unity of opinion, in our times and

in our culture, that many members of the patient

group do not find what they are seeking— the ful-

fillment of their needs— and that many members

of the doctor group are frustrated in their attempts

to satisfy these needs.”

The author first analyzes in a masterly manner,

the patient, the inner motives and environmental

circumstances which made him a sick individual.

Similarly, he tries to elucidate the emotional, ra-

tional and professional make-up of the doctor,

focusing on his drives and goals.

It is realized that to cure the patient, he and his

doctor have to work out the problems— somatic

and emotional— together, in teamwork. The latter

requires a perfect rapport between the two. But

since there is often a gap between the patient and

his physician this must be bridged first. The doctor

“must build a bridge across to his patient.” a sturdy

one, capable of enduring and growing. Then, “the

patient must be taught to use it . . . whenever he

needs to, at times even before the need arises in

order to prevent trouble.”

The physician must use his tools properly and

efficiently in building his bridge of communication

to the patient. His tools, such as: learning; accept-

ing responsibility ; becoming adequately articulate
;

resolving personal sexual conflicts
;
acquiring sym-

pathy
;
integrating the patient’s attitudes with his

illness
;
striving for personal balance in subjective

reactions; and maintaining flexibility in personal

adjustment, are dealt with clearly and comprehen-

sively. The artful drawings bv Birnbaum accen-

tuate strikingly the scholarly discussions.

The second part of this fine book shows these

tools in action in five case histories. Each of the

patients had a common medical problem (duodenal

ulcer, colitis, hypertension, obesity) with a high

incidence of recurrence. In each instance, the

author demonstrates in a very convincing manner

how his tools achieved first a perfect rapport be-

tween him and his patient and then, how teamwork
revealed the inner springs of his patients’ ailments,

how they got insight into their psychosomatic prob-

lems and how, by truly artful guidance, the patient

himself found the ways and means leading to his

cure. These case histories are excellent examples of

what psychotherapy can achieve in expert hands.

These typical textbook patients, and the effective

way they had been taken care of by the author, will

certainly convince many readers of the rightness of

RHODE ISLAND MEDICAL JOURNAL
the author’s approach and it will interest and stim-

ulate many a student of our profession to apply

these tools to their own patients.

It is agreed that in many instances there is a gap
in the patient-doctor relationship and that many a

doctor feels frustrated because of his inability to get

his point across to the patient. But while the patient-

doctor relationship is a universal problem to be

faced by all practicing physicians, psychosomatic

medicine still remains the domain of a limited num-
ber of doctors because of lack of special training in

this field. Though the psychosomatic approach is

definitely successful in bridging the gap between

the doctor and his patient, it does not appear, at the

present time, the practical, universal answer to a

universal problem.

John M. Bleyer, m.d.

CORTISONE THERAPY. Mainly Applied to

the Rheumatic Diseases by J. H. Glyn, M.D.
Philosophical Library, Inc., N.Y., 1957. $10.00

This compact book of one hundred and sixty-two

pages expresses in a practical manner the use of

cortisone and allied steroids as applied to various

diseases. The major portion of this work concerns

therapy of the rheumatic diseases.

The first chapter describes the history and back-

ground of the use and discovery of cortisone. The
second chapter treats the nature and chemical struc-

ture of the steroid drugs. Chapter three deals with

the pharmacology and side effects of steroid ther-

apy. Chapter four discusses the practical problems

attendant in the therapy of rheumatoid arthritis.

Intra-articular steroid therapy is outlined in the

fifth chapter. Chapter six describes the use of

steroid therapy in diseases other than rheumatoid

arthritis. The last chapter records a general dis-

cussion of steroids in the field of rheumatology.

This book brings into focus, concisely, clearly,

and objectively, the whole field of rheumatology in

its relation to steroid therapy and the effect the

latter has in revolutionizing the rheumatic illnesses.

For teachers, rheumatologists, and physicians

using steroid medication this volume is a most valu-

able and helpful addition to current reading for it is

full of interesting information without unnecessary

detail.

William J. O’Connell, m.d.

CURRENT THERAPY 1958. Latest Approved

Methods of Treatment for the Practicing Physi-

cian. Edited by Howard F. Conn, M.D. \\ .B.

Saunders Co., Phil., 1958. $12.00

This treatise on therapy, together with actual

formulae, discusses symptomatology and pathology,
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making the work, in place of the usual dry formu-

lary, as the title would imply, a lively all-round

medical textbook.

The general practitioner and the specialist alike

will profit by keeping this publication within easy

reach.

F. Ronchese, m.d.
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Our garments go proudly any'

where < - and ‘belong! They are
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GOLF TOURNAMENT
and the

ANNUAL DINNER
of the
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To prevent emotional upsets in cardiovascular conditions

‘Compazine’, by controlling anxiety and

tension, can prevent the emotional upsets

that so often play an exacerbating role

in cardiovascular conditions.

And, ‘Compazine’ can be depended upon

to have little, if any, hypotensive effect.

Compazine

the tranqn ifizing agent remarkable

for its freedom from drowsiness and

depressing effect

Available: Tablets, Ampuls, Multiple dose

vials, Spansule
11

sustained release capsules,

Syrup and Suppositories.

Smith Kline & French Laboratories, Philadelphia

T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K..F.
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Therapy which includes

ULTRAN
(Phenaglycodol, Lilly)

improves 71% of patients

with psychosomatic illnesses

300-mg. pulvules; usually 1 t.i.d.

ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA



THIS 5-YEAR STUDY SHOWS...

CONTINUED EFFICACY

CHLOROMYCETIN'
COMBATS MOST CLINICALLY IMPORTANT PATHOGENS

Recent reports comparing the effectiveness of various antibiotics against

commonly encountered pathogens indicate that CHLOROMYCETIN (chlor-

amphenicol, Parke-Davis) has maintained its high degree of effective-

ness .

1 '5 It is still highly active against many strains of staphylococci
,

1 '8

streptococci
,

2 ’7 pneumococci
,

2 and gram-negative 1 *2 ’7 ’9 ’ 10 organisms.

1 2 3 4

CHLOROMYCETIN is a potent therapeutic agent, and because certain blood dyscrasias

have been associated with its administration, it should not be used indiscriminately or

for minor infections. Furthermore, as with certain other drugs, adequate blood studies

should be made when the patient requires prolonged or intennittent therapy.

REFERENCES: (1) Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M.A.J.

77:844 (Nov. 1) 1957. (2) Schneierson, S. S. J. Mount Sinai Hosp. 25:52 (Jan.-Feb.) 1958. (3) Koch, R.,

& Donnell, G.: California Med. 87:313, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: A Five-Year

Study of the Antibiotic Sensitivities and Cross Resistances of Staphylococci in a General Hospital, paper

presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. (5) Doniger, D. E., &
Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (6) Royer, A.: Changes in Resistance to Various

Antibiotics of Staphylococci and Other Microbes, paper presented at Fifth Ann. Symp. on Antibiotics,

Washington, D. C., Oct. 2-4, 1957. (7) Hasenclever, H. E: J. Iowa M. Soc. 47:136, 1957. (8) Josephson,

J. E., & Butler, R. W.: Canad. M.A.J. 77:567 (Sept. 15) 1957. (9) Rhoads, E S.: Postgrad. Med. 21:563,

1957. (10) Holloway, W. J.. & Scott, E. G.: Delaware M. J. 29:159, 1957.

PARKE, DAVIS & COMPANY • DETROIT 32, MICHIGAN

1



IN VITRO SENSITIVITY OF FOUR COMMON PATHOGENS

TO CHLOROMYCETIN FROM 1952 TO 1956*

STAPHYLOCOCCUS PYOGENES

(518 STRAINS)

STRAINS)

(749 strains)

(455 STRAINS)

(296 STRAINS)

ESCHERICHIA COLI

(91 STRAINS)

(128 STRAINS)

(106 STRAINS)

(87 STRAINS) 1 00

%

(66 STRAINS)

PROTEUS MIRABILIS

(46 STRAINS)

(72 STRAINS) ^^^|iii^^^^^i^^^^^^^ii^
(36 STRAINS)

(39 STRAINS)

(14 STRAINS)

PSEUDOMONAS AERUGINOSA

(55 STRAINS)

1955 (113 strains) 25%

1954 (102 STRAINS) 15%

1953 (78 STRAINS) 17%

(51 STRAINS) 29%
0 10 20 30 40 50 60 70 80 90 100

Adapted from Roy and others .
1 108 58 -A



•U.S. Pat. 2,628,185

HURT +412 BACK REAL "BAPMY PAP- he

"It happened
at work
while he

was putting
oil in

something"

AND THE PAIN
WENT AWAY FAST

"He told
Mom his
shoulder
felt like

it was on

fire"

"He couldn't
swing a hat
without
hurting"

"But Doctor
gave him
some nice
pills — and
the pain
went away
fast"

"Dad said
we'd play
hall again
tomorrow
when he
comes home"

n&tcr. .
. NEW

AVERAGE ADULT DOSE: 1 tablet every 6 hours. May

be habit-forming. Available through all pharmacies.

FOR PAIN

Percodan'

VERSATILE

Richmond H i 1 1 1 8, N ew York

ACTS FASTER...
usually within 5-15 minutes

LASTS LONGER...
usually for 6 hours or more

MORE THOROUGH RELIEF...
permits uninterrupted sleep through the night

RARELY CONSTIPATES...
excellent for chronic or bedridden patients

New “demi” strength permits dosage flexibility to meet

each patient’s specific needs. Percodan-Demi provides

the Percodan formula with one-half the amount of salts

of dihydrohydroxycodeinone and homatropine.

Each Percodan* Tablet contains 4.50 mg. dihydrohydroxyco-

deinone hydrochloride, 0.38 mg. dihydrohydroxycodeinone

terephthalate, 0.38 mg. homatropine terephthalate, 224 mg.

acetylsalicylic acid, 160 mg. phenacetin, and 32 mg. caffeine.

ENDO LABORATORIES

(Salts of Dihydrohydroxycodeinone

and Homatropine, plus APC) TABLETS

Percodan-
Demi
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“Nocturia and orthopnea have disappeared since he’s

on NEOHYDRIN— and he’s edema-free when he

wakes in the morning.”

oral

organomercurial TAB LETNEOHYDRIN
BRAND OF CHLORMERODRIN

24958



References: 1 . Council on Drugs, A.M.A.:
J.A.M.A. 166:52, 1958. 2. Pulaski, E. J.: Prac-
titioner 179:465, 1957. 3. Cronk, G. A., and
Naumann. D. E.: Ant. Med. & Clin. Ther.
4:166, 1957. 4 . Kaplan, M. A., Dickison, H. L.,

Hubei, K. A., and Buckwalter, F. H.: Ibid.

4:99, 1957. 5 . Prigot, A., Shidlovsky, B. A.,
and Felix. A. J.: Ibid. 4:287, 1957. 6. Pulaski,

E. J., and Isokane, R. K.: Ibid. 4:408, 1957.

7 . Putnam, L. E.: Ibid. 4:470, 1957. 8 . Rein,
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F. Marti-Ibanez, Medical Encyclopedia, New
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and Buckwalter, F. H.: Ibid. p. 415. 14. Portney,
B., Draper, T., and Wehrle, P. F. : Ibid. p. 386.
15 . Shidlovsky, B. A., Prigot, A., Maynard, A.
de L., Felix, A. J.. and Hjelt-Harvey, I.: Ibid,
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REMEMBER ABOUT

THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX
U.S. PAT. NO. 2.791.609

Tetrex requires no "activating additive"

— it is purely tetracycline phosphate complex, with an inherent,

chemically unique property of being rapidly and efficiently

absorbed.

Each Tetrex Capsule contains:

Active ingredient: TETRACYCLINE PHOSPHATE COMPLEX, 250 mg.

Excipient: Lactose q. S.
(tetracycline HC1 activity)

Tetrex produces "peak high" tetracycline
serum levels

— over 5000 human blood determinations after oral or intramus-

cular administration have consistently demonstrated fast, high,

prolonged serum levels in patients of all ages. 3 ' 5,6,7,8,9,10,11, 12,13,14,15

Tetrex has an impressive documented
record of clinical effectiveness

— more than 170 million doses of tetracycline phosphate com-

plex in 1957, with 5 published clinical reports by 9 investigators

on 826 patients.
3,5,7,8,10 Clinical evaluation: “should probably

be considered an improvement over, and an ultimate replace-

ment for, the older tetracycline hydrochloride.” 10

BRISTOL LABORATORIES INC., Syracuse, New York
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different in^ advantageous ways

DESITIN
hemorrhoidal

SUPPOSITORIES
with cod liver oil

different in

formula

the only rectal

suppositories to

contain Norwe-
gian cod liveroil.

Free from drugs
that might mask
serious rectal

disease.

different in

action
unsaturated fatty

acids and vita-
mins A and D aid

healing. Desitin
Suppositories
soothe, protect,
ease pain, relieve

itching and de-
con gest ... for
more comfort.

anatomically cor-

rect in shape for

easier insertion

and retention.

different in

shape

samples are available from DESITIN CHEMICAL COMPANY
812 Branch Ave., Providence 4, R. I.



THE FACTS ON SAFETY WITH

METICORTEN’
prednisone

based on published experience in 4,279 patients

edema only 1%

peptic ulcer less than ly2%

osteoporosis only Ve of 1%

psychosis less than 14 of 1%

rarely seen with

METICORTEN-
often reported with 1

more recent steroids

and

never reported with

METICORTEN-
noted with the

more recent steroids

1, 2.5 and 5 mg. white tablets

SCHERING CORPORATION • BLOOMFIELD, NEW JERSEY

nothing takes the place of experience especially in long-term steroid therapy

undesirable weight loss

dermatologic side effects

unexplained leg cramps,

lightheadedness,

headaches, tiredness,

weakness, anorexia
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Remarkably

effective

"It has a high degree of clinical

safety. . . It is considered

to be the preferred antimalarial

drug for treatment of disorders

of connective tissue, because

of the low incidence of gastrointestinal

distress as compared to that

with chloroquine phosphate." 1

. . . Plaquenil is decidedly less toxic and better

tolerated by the average patient, even in high

dosage, than is chloroquine."2

". . . the least toxic of its class . .
,"3

CH,

I

NH CH CH, CH, CH, N(C,H.)

SIDE EFFECTS MARKEDLY REDUCED

DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaquenil sulfate daily.

Maintenance — 200 to 400 mg. (1 or 2 tablets) daily.
Write for Booklet

supplied: Tablets of 200 mg., bottles of 100.

LABORATOUCS
n£w 'ft. f* t

.

Atabrine (brand of quinacrine). Aralen (brand of chloroquir

EltENCES:

Scherbel, A.L., Schuchter, S.L., and Harrison, J.W.: Cleveland Clin. Quart. 24:98, Apr., 1957.
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Unusual Antibacterial and Anti-infective Properties. More rapid absorption

. . . higher and better sustained plasma concentrations . . . more soluble

in acid urine than other sulfonamides . . . freedom from crystalluria and
absence of significant accumulation of drug, even in patients with
azotemia. 1

Unprecedented Low Dosage. Less sulfa for the kidney to cope with . .
.
yet

fully effective. A single daily dose of 0.5 to 1.0 Gm. (1 to 2 tablets) main-
tains higher plasma levels than 4 to 6 Gm. daily of other sulfonamides—
a notable asset in prolonged therapy. 2

New Control Over Sulfonamide-sensitive Organisms. Kynex maintains the

prolonged, high tissue concentrations of primary importance in treat-

ment of urinary infections ... a therapeutic asset toward preventing

manifest pyelonephritis as a complication of persistent bacteriuria during
pregnancy and puerperium. Maintenance of sterile urine in such patients

was accomplished with 1 tablet of Kynex daily. 3

Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day,

followed by 0.5 Gm. (1 tablet) every day thereafter, or 1 Gm. every other

day for mild to moderate infections. In severe infections where prompt,

high blood levels are indicated, the initial dose should be 2 Gm. followed

by 0.5 Gm. every 24 hours. Dosage in children, according to weight;

i.e., a 40 lb. child should receive of the adult dosage. It is recommended
that these dosages not be exceeded.

KYNEX-WHEREVER SULFA THERAPY IS INDICATED

Tablets: Each tablet contains 0.5 Gm. (1'A grains) of sulfamethoxypyri-

dazine. Bottles of 24 and 100 tablets.

Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250
mg. of sulfamethoxypyridazine. Bottle of 4 fl. oz.

References: 1. Grieble, H. C. and Jackson, G. G.: Prolonged Treatment of Urinary-

Tract Infections with Sulfamethoxypyridazine. New England J. Med. 258:1-7, 1958.

2. Editorial New England J. Med. 258:48-49, 1958. 3. Jones, W. F., Jr. and Finland, M.:
Sulfamethoxypyridazine and Sulfachloropyridazine. Ann. New York Acad. Sc. 60:473-

483, 1957.

*Reg. U. S. Pat. Off.

LEDERLE LABORATORIES
a Division of
AMERICAN CYANAMID COMPANY
Pearl River, New York
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MlQUEfl>pbinsj research discovery

for SELECTIVE, SUPERIOR

skeletal muscle relaxation

X
Robaxin — a completely new chemical formulation — pro-

vides sustained relaxation of skeletal muscle spasm,

without impairment of muscle strength or normal neuro-

muscular function . . . and with essential freedom from

adverse side effects. Beneficial in 94.4% of cases tested.

METHOCARBAMOL 'ROBINS', U.S. PAT. NO. 2770649

Supply:

Tablets, 0.5 Gm., bottles of 50.

A. H. ROBINS CO., INC., Richmond 20, Virginia

Ethical Pharmaceuticals of Merit since 1878



need not rely on “wishing”

To assure

good
nutrition—

Each double-layered Entozyme
tablet contains:

Pepsin, N.E 250 mg.
— released in the stomach from

gastric-soluble outer coating
of tablet.

Pancreatin, U.S.P 300 mg.
Bile Salts 150 mg.

—released in the small intestine
from enteric-coated inner
core.

A. H. ROBINS CO., INC.
Richmond 20, Virginia

Ethical Pharmaceuticals of Merit since 1878

As a comprehensive supplement to deficient natural

secretion of digestive enzymes, particularly in older

patients, ENTOZYME effectively improves nutrition by

bridging the gap between adequate ingestion and proper

digestion. Among patients of all ages, it has proved help-

ful in chronic cholecystitis, post-cholecystectomy syn-

drome, subtotal gastrectomy, pancreatitis, dyspepsia,

food intolerance, flatulence, nausea and chronic nutri-

tional disturbances.

For comprehensive digestive enzyme replacement—

ENTOZYME
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TO HELP YOU,
The District Medical Societies have estab-

lished Liaison Committees with the Claims Com-
mittee of Physicians Service to aid doctors in

the various communities who may seek specific

information regarding phases of the Physicians

Service program. For assistance or information

consult your
J

LIAISON COMMITTEES . . .

Kent County Medical Society

Rocco Abbate, M.D. Richard Dyer, M.D.
Gilbert Houston, M.D.

Newport County Medical Society

James C. Callahan, M.D. Henry W. Brownell, M.D.
George A. Tollefson, M.D.

Pawtucket Medical Association

Charles L. Farrell, M.D.* Robert C. Hayes, M.D.
Earl J. Mara, M.D.*

Providence Medical Association

Ernest K. Landsteiner, M.D.* Joseph A. Hindle, M.D.
Walter S. Jones, M.D.

Washington County Medical Society

Louis A. Cerrito, M.D. Hartford P. Gongaware, M.D.
William H. Tully, M.D.

W oonsochet District Medical Society

Henri A. Gauthier, M.D.* Saul A. Wittes, M.D.
Anray Fontaine, M.D.

*Member of the Board of Directors of Physicians Service

RHODE ISLAND MEDICAL SOCIETY

PHYSICIANS SERVICE
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Pro-Banthme
e

provides rapid

control of pain in peptic ulcer

In a two-year study 1 by Lichstein and co-

workers, documented by intensive personal

observation and by follow-up studies, Pro-

Banthlne (brand of propantheline bromide)

often brought immediate relief of ulcer pain.

Patients (1
1
per cent) who did not respond

satisfactorily to Pro-Banthlne therapy had

“anxiety manifestations of psychoneurotic

proportions.”

In addition to frequent immediate sympto-

matic relief, Pro-Banthlne reduces gastroin-

testinal motility and diminishes the secretion

and acidity of gastric juice, all-important

factors in the generation and aggravation of

peptic ulcer.

These actions of Pro-Banthlne and its

demonstrated effectiveness in accelerating ul-

cer healing

2

' 5 mark the drug as a most valu-

able adjunct in the treatment of peptic ulcer.

The suggested initial dosage is one 15 -mg.

tablet with meals and two tablets at bedtime.

An increased dosage may be necessary for

severe manifestations and then two or more

tablets four times a day may be prescribed.

G. D. Searle & Co., Chicago 80, Illinois.

Research in the Service of Medicine.

1. Lichstein, J.; Morehouse, M. G., and Osmon, K. L.:

Am. J. M. Sc. 232 . 156 (Aug.) 1956.

2. Sun. D. C. H., and Shay, H.: Arch. Int. Med. 97:442

(April) 1956.

3. Rafsky, H. A.; Fein, H. D.; Breslaw, L., and Rafsky,

J. C.: Gastroenterology 27 :21 (July) 1954.

4. Schwartz, I. R.; Lehman. E.: Ostrove, R., and Seibel,

J. M.: Gastroenterology 25:416 (Nov.) 1953.

5. Silver, H. M.; Pucci, H., and Almy, T. P.: New Eng-
land J. Med. 252 :520 (March 31) 1955.
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By proper planning, the fortunes of men can by-pass

chance, outlast the vagaries of time and endure for generations

Some plain talk on retirement and family security

Most doctors share two things in common. They
have neither pension nor profit-sharing plans to look

forward to in retirement. Being self-employed, they

must provide both these important benefits them-

selves. This can be accomplished with a maximum
of economy if done systematically and as early as

possible.

Many professional men rely on a Living Trust to

provide them with a pension fund plus protection and
security for their family. Your current securities,

including insurance, can be used to create the prin-

cipal of the trust. Later, this sum can be regularly

increased out of your yearly earnings.

Find out what a Living Trust can do for you. Con-
tact any Trust Department officer at 15 Westminster

Street. Providence or the manager of the Hospital

Trust office nearest you.

New England’s

Oldest Trust Company

Founded in 1867

Member Federal Reserve System • Federal Deposit Insurance Corporation

OFFICES IN PROVIDENCE • CRANSTON • EAST GREENWICH • EAST PROVIDENCE • NEWPORT • PAWTUCKET • WAKEFIELD • WOONSOCKET
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HEALTH, HUMAN ECOLOGY, AND THE HUNGARIAN REVOLUTION*

Lawrence E. Hinkle, Jr., m.d.

The Author. Laurence E. Hinkle, Jr., M.D., of Xezv

York, Neu' York. Associate Professor of Clinical

Medicine, Cornell l niversity Medical College ; Execu-

tive Director of the Human Ecology Study Program.

New York Hosf .ta! — Cornell Medical Center, New
York, New York.

New fields of medical research are likely to

develop slowly but steadily over a period of

years. In such areas observations of some impor-

tance may accumulate gradually and become well

known to investigators in the field long before their

significance to medicine in general is apparent. As
an example of this. I should like to cite to you some
experiences of the Human Ecology Study Program
at the New York Hospital-Cornell Medical Center.

This study program was established four years ago

in order to further investigations which Doctor

Harold G. Wolff and others at this medical center

had initiated more than fifteen years previously.

It has been financed by the Society for the Investi-

gation of Human Ecology, an organization founded

by a group of scientists interested in this area of

investigation, whose foresight and support have

made it possible.

Human Ecology is the branch of human biology

that is concerned with the mutual relations between

men and their environment. For modern man. the

aspe ts of the environment that are perhaps the

most important are not the physical but the “social”

and “interpersonal” features. Because of this, the

physician who studies human ecology is much in-

terested in the life experiences of the individual

man, his relation to the society in which he lives,

and how these affect his health and behavior. Like

the naturalist, he observes men as they go about

their daily lives in their usual habitat. He calls upon
the help of the social psychiatrist, the psychologist,

the sociologist, the cultural anthropologist, and
sometimes even the historian and the political scien-

*Lecture given before the First Regional Medical and
Science Reporting Workshop jointly sponsored by the

National Association of Science Writers and the Amer-
ican Medical Association, April 17, 1958, at Syracuse,

New York.

tist. to help him understand and evaluate that which
he has observed.

During the past seven years, those engaged in

the Human Ecology Study Program at Cornell

have investigated the relation between health, be-

havior, life experiences, and the social environment,

in more than three thousand people, falling into five

major groups
: ( 1 )

Skilled American working men
;

(2) Semi-skilled American working women:
(3) Recent graduates of American colleges;

(4) Expatriate Chinese graduate students, profes-

sional, and technical people, and (5) Refugees from
the Hungarian uprising of October, 1936. In addi-

tion to this, we have had the opportunity to inves-

tigate the methods of interrogation and indoctrina-

tion used in Communist nations to deal with pris-

oners of war and political prisoners—an extreme

and inhuman manipulation of the environment not

likely to occur in non-Communist countries.

During the period from December. 1936, through

September, 1937. 69 Hungarian refugees were in-

terviewed. examined, and observed at the research

facilities of the Human Ecology Study Program,
in New York. The group of informants was care-

fully chosen to include students, scientists, mem-
bers of professions, intellectuals, skilled and semi-

skilled workers, and adolescents, whose motives

and behavior were of special interest because of the

leading role that such people had taken in the Revo-

lution of October, 1936. Only a few former land-

owners and members of the old middle class were
included. Some of those studied had held positions

of trust and responsibility in the Hungarian Com-
munist State, and had been favored members of the

society. Many of them had been acceptable to the

Communist Party, and had been associated with its

ancillary activities, although they were not actually

party members. In order to have data from former

Party members, also, some of the staff of the Study

Program went to Great Britain in the summer of

1957, where they tested, interviewed, and examined

seven additional refugees who had been active Com-
munists, some of whom considered themselves still

to be so.

The goal of the investigation was to determine,
continued on next page
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as far as possible, the factors that had had an im-

portant influence upon the behavior and health of

these Hungarians. It was, therefore, a study of in-

dividuals. rather than of the group as a whole, and

our conclusions are chiefly pertinent to the beha-

vior of these individuals; however, some of them
undoubtedly have a wide general applicability.

Behavior of Man
The investigation was based upon the hypothesis

that the behavior of a man is determined by his

constitutional characteristics, his cultural back-

ground. his position in the societv in which he lives,

his developmental experiences, his later life expe-

riences, and his total life situation as this is per-

ceived by him. The procedures were designed to

gather data in each of these areas. They included

an assessment of the genetic and constitutional

characteristics of each informant, a careful and ex-

tensive chronological life history, interviews with

sociologists, psychiatrists, and cultural anthro-

pologist. a series of psychological tests (including

the Rorschach. Wechsler-Bellevue. thematic apper-

ception test, a projective questionnaire, and a sen-

tence completion test ), and a period of observation

during an informal evening’s entertainment. The
whole investigation required two days of each in-

formant’s time. Each became a source of informa-

tion about the attitude and behavior of the groups

of which he was a member, as well as about his own
behavior during his lifetime.

A good deal of effort was focused upon an at-

tempt to determine why these people fought and
fled. The observations give no support to the idea

that the revolution and the subsequent exodus were

simply the result of the unpremeditated action of

people swept up in a wave of mass emotion. On the

contrary, they indicate that those who participated

in these events had long-term, deep-seated, realistic,

and highly personal motives for their actions. This

was true of nearly every one studied, regardless of

his background or behavior
;

it was such a regular

observation among the students, adolescents, work-

ers, teachers, scientists, and professional people

that there is very good reason to believe it is true

of the refugee group in general.

Their motives fell into two general categories.

The first of these was a long-term and insurmount-

able feeling of personal insecurity—an implicit be-

lief that no matter what I do, or how high a position

I may attain. I and my family may be ruined at any
time by the actions of others, or by events beyond
ni}' control. The second was a profound sense of

frustration—a deep-seated conviction that in Com-
munist Hungary there is no way that I can live out

my life as I want to, and in a manner that satisfies

my needs. The motives of the individual refugees

were not based upon irrational and generally shared

prejudice, upon unformulated fear, or upon ab-

RHODE ISLAND MEDICAL JOURNAL
stract political or religious convictions

;
they were

based upon personal experience with confiscation,

denunciation, arrest, imprisonment, and the denial

of jobs, housing, and education. Such motives were
as strong in those who had been ostensibly favored

by the Communist Government as they were in

those who had been officially designated as "class

aliens.”

None of the informants—not even those in a

position to be well-informed—had expected the

revolution to occur when it did. Xo group had
planned it. The great majority of the informants

had not been aware that many other Hungarians
felt as strongly as they did. Yet all of them had been

aware of their own intense dissatisfaction for many
years past, and a very significant proportion of

them had privately decided, long previously, that

they would flee from the country, or take part in

rebellion, at the first opportunity. In this they were
supported by their families—even by family mem-
bers who knew that they would be left behind. Thus
the fight and flight of an individual might have been

sudden, but his behavior was not unrealistic, and
not entirely unpremeditated.

Economic deprivation was a poor determinant of

behavior. Some of those who participated most

vigorously in the revolt were people who were

economically better off than they might have been

under the old regime, and knew it
;
others, includ-

ing members of the old middle class and former

landowners, who had been reduced to abject pov-

erty, took no part in the fighting, but simply fleck

The group as a whole were relatively little con-

cerned about the economic organization of the so-

ciety. Their resentments were focused upon its

"police state” aspects-—its arbitrariness, its restric-

tions, its brutality, and its unpredictability.

Only a minority of our informants had partici-

pated in the actual fighting, although all had sympa-

thized with the revolution and many had supported

it tacitly or by ancillary activities. Those who took

up guns and fought regardless of the consequences

were people with “fighting personalities.” In tech-

nical terms, they were people who readily "acted

out their hostile and aggressive drives.” By and

large they came from segments of society in which

fighting is acceptable behavior
;
they were adoles-

cents. working people, former soldiers, and former

political prisoners. W riters, teachers, scientists, and

professional people confined themselves to organ-

ization. propaganda, supply, communication, and

like activities.

Hostile to Communism
The group as a whole displayed a deep-seated

hostility toward Russians. This had been strongly

reinforced by Russian behavior during the past

fifteen years
;
but there was much evidence that

anti-Russian attitudes existed in their parents be-
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fore World War II, and that the younger genera-

tion had derived their own attitudes primarily from
those of their parents.

They had a similar deep-seated hostility toward
the people who made up the central Communist
Government group, and toward many of the local

functionaries and hangers-on. Attempts by the

Communists to indoctrinate young people, stu-

dents, and workers by means of propaganda, edu-

cation, and other activities had been singularly

ineffeetive in eradicating such attitudes. The find-

ings in this respect are most heartening. They
clearly demonstrate that the Communists do not

possess methods of persuasion, teaching, or indoc-

trination that are superior to our own. This should

go a long way toward dispelling the myth of so-

called “brain washing.’’ Even favored young mem-
bers of the Communist Party—students and intel-

lectuals who were relatives of prominent Commu-
nists, who had grown up in the Party, and who had
no real memory of life as it was before 1947—were

disillusioned and bitterly opposed to the Commu-
nist system. These citizens of a police state had

learned to form their beliefs and attitudes from
what they saw and knew, rather than from what
they heard or read. They regarded some socialist

economic reforms as desirable, but for Communism
and Communists they had only contempt and

hostility.

The effect that our informants’ experiences dur-

ing the past fifteen years have had upon their health

has become a focus of our concern. A majority of

these people had experienced an increased number
of episodes of all varieties of illness during periods

when they were having difficulty in making a satis-

factory adaptation to their social environment, and

most notably during periods when they felt in-

secure, frustrated, and threatened because of their

position in the Communist society. This increase in

illness appeared to he largely the result of physio-

logical and psychological changes associated with

attempts to adapt to an extremely difficult life situa-

tion, rather than being simply the result of fatigue,

injury, poor diet, or other physical aspects of the

environment.

Health Factors

During the past ten years the rate at which these

people had experienced episodes of illness of many
types— both physical and emotional— was much
higher than that which we have seen during a com-
parable period in any other group of people that we
have studied. Nor have we previously encountered

a group of people in whom such a profound degree

of insecurity and frustration had been induced by

the social environment in which they lived. It is

evident that the Hungarian Communists were far

from creating a welfare state in which everyone

was socially secure and without conflict or care

—

quite the contrary
;
they had created a society so

rigid, arbitrary, unpredictable, danger-laden, and
beyond the control of the individual, that a great

proportion of the citizens, including some of the

Communists themselves, were ready to take any
desperate measure necessary to destroy it or escape

from it.

The physical dislocation and emotional release

associated with the revolution and subsequent flight

was accompanied by an improvement in the general

health and well-being of the informants, and a de-

crease in their illness episode rate : however, there

is reason to believe that many of them, as they at-

tempt to adapt to a new life in this country, will

experience a temporary resurgence in the amount
of illness that they exhibit, until they have made a

satisfactory adjustment to their new life situation.

Among these Hungarians, as among the mem-
bers of other groups that we have studied, individ-

uals differed markedly in their general susceptibil-

ity to illness, those having the greater number of

illness episodes experiencing the greater number of

different types of illness, involving a greater num-
ber of their organ systems, and falling into a greater

number of “causal" categories. The more frequently

ill people were also those who had experienced the

greater number of disturbances of mood, thought,

and behavior.

There were some individuals who had lived

through remarkably diverse and demanding
changes in their social position, their physical en-

vironments, and their family relationships, with

very little illness
;
while there were others who had

experienced very many illnesses in settings that

appeared to be much more benign. Such differences

in susceptibility to illness appear to he dependent

upon characteristics of the individual, which are in

part determined by his constitutional make-up. and

in part determined by the way that he perceives his

environment. Evidence from the personality studies

indicates that those who perceived their environ-

ment as more threatening, challenging, demanding,

and frustrating, were the ones who had experienced

the greater amount of illness.

This feature of the “frequently ill" person has

also been observed among Americans of diverse

backgrounds, and among Chinese. We believe this

to he a finding of considerable scientific significance,

because it suggests to us that the way that a person

perceives his situation in life, and his relation to the

people and events around him, leads to physiological

reactions within him that influence not just special

kinds of illness but illness of all sorts. A man’s

relation to his social aiid interpersonal environment

thus seems to he an extremely important determi-

nant of his health and seems to have a profound

effect upon the onset and course of a great variety
concluded on page 260
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TAX SAVINGS IN ESTATE PLANNING FOR PHYSICIANS*
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The Value and Importance of Estate Planning

'T'here has never been a time when it has been

more important that every member of the med-

ical profession give consideration to the problems

of his estate. Much has been written about estate

planning—and for good reason. In the last two

decades many economic and social changes have

taken place in this country to broaden the base of

estate planning. Today, it is a problem that concerns

the owner of a small or modest estate as well as the

person of substantial means.

Actually, what is meant by the term ‘‘Estate Plan-

ning?” A simple definition would be
—

“It is the

planning of a person so that his property and earn-

ings will do him the most good while he lives and

his family the most good after he is gone.”

There have been many misconceptions of the

term “Estate Planning.” The term perhaps has

been associated with the very wealthy, the aged, or

a situation where death is imminent. This is indeed

unfortunate and, of course, far from the truth.

Estate planning is not only planning a person’s

estate to do the most good for his family after he

is gone but also, equally and extremely important,

it is a definite plan to fit a person’s needs while liv-

ing—a definite plan of procedure to accomplish

certain established goals—a sound investment pro-

gram for retirement as well as for many other

needs.

The purpose of this article is to discuss only a

few of the many important and desirable ideas

which a person might consider in his estate plan.

Some of these possibilities may or may not fit a

particular individual. Every plan should be individ-

ualized to fit his own special needs and desires. Xo
Presented at a regular meeting of the Providence Medical

Association, at the Rhode Island Medical Society Library,

March 3, 1958.

two plans will be the same, because the needs and
desires of each family are different. It is essential

that professional assistance be used in the legal,

investment, banking and life insurance fields, be-

cause of the many technical and legal aspects of

estate planning.

Because of present day conditions—high income

taxes, increased cost of living, higher educational

expenses, high federal estate and state inheritance

taxes and lower interest rates on investments
;

it is

more important than ever to have a sound and well

thought out estate plan. By having created such a

plan it will not only give the individual great satis-

faction and peace of mind, but will also provide

maximum benefits for himself and family. In addi-

tion, there is a much greater possibility that his aims

and desires will be accomplished for him and his

family.

Some Basic Questions

1

—

What type of plan or combination of plans

should be used for investment ; common stocks,

bonds, real estate, tax-free bonds or life insurance?

Should there be a diversification and if so, approxi-

mately what percentage in each ?

2

—

Would an agency account supervised by a

trust company be desirable ?

3

—

Would it be advantageous to establish trusts,

short-term trusts, irrevocable trusts or a trust un-

der the will ?

4—

—In any estate, regardless of size, what can be

done to protect the property that is left for the

benefit of the family?

5

—

How can minor children be protected until

they grow up? Who should be the personal guard-

ian. who the financial guardian?

6

—

How much cash will be needed for the pay-

ment of death taxes and other costs of settling the

estate? And how will this cash be raised?

7

—

Is additional life insurance necessary for fam-

ily income or for cash purposes? Is it important to

create a larger estate at once by means of life insur-

ance in order to provide sufficient capital for the

income of the family?

A careful consideration of these and other ques-

tions will indicate the steps that should be taken in

the development of a practical estate plan.
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The Necessity of a Will

The first and most important step is to have a

will. If you do not make a will—the State of Rhode
Island makes one for you, and it is quite certain

that the distribution on this basis will not be accord-

ing to your needs and wishes.

By making a will you have certain privileges

:

1

—

You dispose of your property in the manner
in which you wish to have it distributed.

2

—

You designate the executor who will handle

all of the details of the estate. If an individual dies

without a will, the court will appoint an administra-

tor to settle the estate.

3

—

You have the privilege of appointing both

personal and financial guardians for your minor
children.

-1—It makes it possible to obtain the full marital

deduction.

The following chart illustrates what happens to

the property of a Rhode Island resident dying with-

out a will—and leaving wife and children.

DISTRIBUTION OF A RHODE ISLAND ESTATE IF YOU DO NOT HAVE A WILL.

I. If You Die Leaving:

WIFE OR HUSBAND (l) and CHILDREN (2) OR THEIR DESCENDANTS.

Personal Property

Wifo or Husbond—W Childr#n—'A

if ony deceased

Grandchildren divide

their parenl't lhare

if ony dtceaied

Great Grandchildren

divide their

parent'! shore

Real Estate (3)

Wife—Dower (4) Children—All reel

or etlate (3) subject to

Husband—Curtesy (5) Dower (4) or Curtesy (3)

if ony deceased

Grandchildren divide

their parent's shore

if ony deceosed

Great Grandchildron

divide their

parent's share

NOTES
Numbers in parentheses refer to the notes below.

( 1 ) Does not include a divorced husband or wife.

(2 ) Includes adopted children, who inherit from

adopting parents and from lineal kindred of adopt-

ing parents.

(3 ) Descent of real estate outside Rhode Island

is governed by laws of state or country in which

situated.

(4) Dower: A life interest in one-third of all

real estate owned by husband at any time during

marriage, unless wife has relinquished such in-

terest.

(5) Curtesy: A life interest in all real estate

owned by wife at any time during marriage, unless

husband has relinquished such interest. Curtesy

exists only if children of marriage with that hus-

band were born alive.

The second step in any plan is to give considera-

tion to the desirability of the use of trusts. 1 am
referring here to the use of a trust under the will

and the so-called marital and non-marital trusts.

W hether an estate is large or small, a trust under
a will is often the most practical way to give the

family additional security and economic flexibility,

to provide greater safeguards for the property, to

protect minor children and also to save taxes.

The “marital deduction” completely exempts
from Federal Estate Tax, that part of a deceased

person’s estate up to one-half the net estate after

debts and expenses passing to a surviving husband
or wife. Properly used, it can be of real benefit to

the family. It is quite possible, however, that it is

not properly used, if all of the property or the estate

is left outright to the wife. This could be a very

costly arrangement for the following reason

:

I f all of your property goes outright to your wife,

half of it will escape taxation in your estate but will

be taxed in her estate. The other half will be taxed

in your estate and again in your wife’s estate.

By establishing two trusts under the will, it is

then possible to eliminate double taxation. Only
the property in the first trust (which was not taxed

on your death ) is taxed as part of the wife’s estate.

The wife receives the entire income from both

trusts during her life. In addition she may have the

right to draw any or all of the principal from the

first trust as she chooses. The principal of the other

trust can also he available for her if the income

should ever be insufficient for her welfare.

The following table will illustrate the savings

which can result by the use of the two trusts.

TOTAL FEDERAL AND RHODE ISLAND TAXES
in Husband’s and Wife's Estates Combined*

Husband’s Net All to Wife Two Separate

Taxable Estate Outright Trusts for Wife SAVING

$ 60,000 $ 2,850 $ 1,550 $ 1,300

100,000 10,250 3,350 6,900

150,000 26,750 8,450 18,300

200,000 46,550 18,950 27,600

300,000 90,250 50,350 39,900

400,000 136,050 84,350 51,700

500,000 182,300 118,000 64,300

600,000 229,250 153,050 76,200

800,000 327,750 225,250 102,500

1 .000,000 428,850 297,950 130,900

*JVIiere husband dies first and wife has no sefaratc estate.

In addition to these savings intelligent estate

planning may substantially decrease administration

expenses (which can be considerable). The follow-

ing illustrates the impact of administration expenses

and taxes on an estate of $260,000 handled in four

different ways:

(a) Your will leaves property outright to

wife who in turn by her will leaves

it to children $86..->00

(b ) Your will creates a trust with income

to wife and on wife’s death principal

to children 64,900
concluded on next page
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(c) Your will leaves one-half outright to

wife with balance in trust for wife

and then children 48.400

(d) Your will sets up two trusts, the in-

come from both going to your wife,

who has complete or partial control

over one and can be given principal

from the other if necessary 44.000

These figures include Federal Estate Tax, State

Inheritance Tax and approximate administration

costs. They assume that the wife survives and that

she is survived by one or more children.

The Short-Term Trust

The present income-tax structure makes it enor-

mously difficult for anyone to accumulate savings

for their retirement, for the education of their chil-

dren. and for over-all family security.

The only logical way to produce a greater after-

tax vield from a given amount of investment income

is to shift the income to an entity in a lower tax

bracket. The short-term trust is one such entity that

can be used legitimately for such a purpose.

By way of illustration let us compare the net

after taxes of the top $2,000 of income from prop-

erty in the hands of a high-bracket owner with the

net after taxes on the same $2,000.00 where the

property is in the hands of a trust in the lowest tax

bracket.

Total Taxable
Income of High

Bracket Taxpayer

Xet After Taxes
on Top $2,000 In

High Brackets

Net After Taxes
on Top $2,000 In

Lowest Bracket

$10,000 $1,320 $1,600

20,000 940 1,600

30,000 760 1,600

40.000 620 1.600

50,000 560 1.600

60,000 500 1,600

70,000 440 1.600

80,000 380 1,600

90.000 320 1.600

100.000 260 1,600

It is apparent from the table that substantial savings can

be obtained through the creation of a trust as a separate

taxable entity. Such savings can be used to provide addi-

tional family security.

The “short-term trust,’’ is the outstanding in-

come tax saving mechanism available today.

A short-term trust, for purposes of this discus-

sion. is a fix ing trust the principal of which reverts

automatically to the grantor within a relatively few
years after its transfer to the trust. A property

owner transfers assets into a trust set up for a

definite or determinable period, during which the

income is accumulated or distributed for the bene-

fit of the grantor’s beneficiaries. At the end of the

period the trust terminates and the property- owner
gets back title to and possession of the assets pre-

viously put in trust. By express provision in the

trust instrument the trust is made irrevocable for

RHODE ISLAND MEDICAL JOURNAL
the specified period but with a reversion of the trust

principal to the grantor at the end of the period.

This kind of trust is not new. It has been used
down through the years for various purposes, hut

it has recently taken on new added significance as

an income tax saving device.

Life Insurance

The most valuable asset any physician owns is

his earning power. For example—a doctor age 40,

earning $25,000 per year, assuming no greater

earnings in future years, will earn a total of

$625,000 by age 65. This earning power therefore

becomes the greatest equity or asset, which he pos-

sesses. Life insurance makes it possible for him to

insure at least a portion of this total earning for his

family. It is the only method whereby it is possible

to guarantee a portion of these earnings in event

of his death.

In addition, fife insurance is good property for

many reasons, among these :

1

—

It is the only asset he will pass on to his

beneficiaries without going through his estate.

Therefore, there will be no administration or legal

fees. The reason for this, is of course, the fact that

the proceeds of fife insurance are paid by contract

directly to his beneficiaries.

2

—

There are no Rhode Island inheritance taxes

on the proceeds of fife insurance if paid to a direct

beneficiary. All other property is taxed in Rhode
Island with the exception of a $10,000 maximum
exemption.

3

—

In addition to insuring future earnings in

event of death, fife insurance also provides retire-

ment benefits in event the insured fives too long.

Xo other investment will do both.

In any estate plan, fife insurance should he co-

ordinated with the general estate.

It is also possible for a widow to obtain an-

nually $1,000.00 in tax-free interest, if fife insur-

ance is arranged with a distribution option.

CONCLUSION
The plan for the disposition of property at death

is not a problem that can safely he left to chance,

treated lightly, or haphazardly arranged. When
viewed in proper focus, it is usually recognized as

one of the most important questions with which the

individual comes to grips in the course of his life-

time. A well-planned estate requires careful analy-

sis. objective thought, and positive action.

The rewards of a well-planned estate (living or

dying) are peace of mind, personal satisfaction,

greater protection for the accumulation of a life-

time. and—of major importance—an added meas-

ure of security and well-being for dependents and

self. Is your estate carefully planned? If not, re-

member that action is essential to security and peace

of mind

!
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ACUTE POLIOMYELITIS IN RHODE ISLAND, 1948-1957

A Special Report from the Division of Vital Statistics

of the Rhode Island Department of Health

U nless there is a speedup in the polio vaccina-

tion program it is the opinion of the Surgeon

General Leroy E. Burney that serious outbreaks of

acute poliomyelitis could occur this summer. He
warned that polio incidence moves in cycles. This

point is illustrated in Table 1 which shows polio-

myelitis cases reported and deaths due to polio in

Rhode Island over the last ten years. The number
of cases reported has fluctuated widely each year

since 1948. If 1958 should be a polio year, the resi-

dents of Rhode Island under age fortv who have

not had three shots of the Salk vaccine would he

unprotected.

TABLE 1

Incidence and Mortality from Acute Poliomyelitis:

R. I., 1948-1957

(Deaths by place of residence)

Incidence Mortality

Year No. of Cases

Reported

Rate per 100,000

Population

No. of

Deaths
Rate per 100,000

Population

1948 8 1.0 0 0

1949 157 19.6 1 0.1

1950* 55 6.9 3 0.4

1951 15 1.9 2 0.3

1952 114 14.3 9 1.1

1953 295 36.2 16 2.0

1954 123 15.0 4 0.5

1955 421 50.9 22 2.7

1956* 9 1.1 1 0.1

1957* 0 0 0 0

Source: National Office of Vital Statistics, I’ital Statistics of the United States, 1948-1955.

Rhode Island Health Department, Communicable Diseases Report, 1956 and 1957.

*In addition to the deaths from acute polio shown in the table, there was one death from the “Late effects of acute

poliomyelitis” in 1950, one such death in 1956 and 5 in 1957. If the death occurred 1 year or more after the contraction

of the disease, it is coded to this late effect category.

It is encouraging to note that in 1956 Rhode
Island had a polio incidence rate of 1 .1 per 100,000

population, the lowest of any state in the country. 1

In 1955 the incidence rate was 50.9 per 100,000

population, the highest ever recorded in Rhode
Island. In 1957 no new cases of polio were reported

in Rhode Island. This excellent record in 1956 and
1957 can be attributed in part to the Salk vaccine

inoculations. The cyclical pattern of polio morbidity

suggests that 1956 and 1957 may well have been

years of low incidence, quite apart from the vac-

cination program.

The Rhode Island State Department of Health

recommends that those persons under forty who
have not yet started their series of three Salk shots

do so now before the 1958 polio season begins this

summer. The Public Health Service has stated that

1 National Office of Vital Statistics, “Morbidity and Mor-
tality,” Vol. 5, No. 53, Oct. 23, 1957, Page 1

“For the first time it now appears possible to have

enough vaccine to protect substantially all the pop-

ulation under forty before tbe start of the 1958

(polio) season.” 2 It was estimated by the service

that no vaccine had been received by 48.5 million

Americans under forty years of age. Another 30

million persons had not completed the full schedule

of three doses. The Public Health Service calcu-

lated that one in four, or 19 million young people

in the United States under the age of 20, have not

had a single dose of vaccine.

No figures are available to show how many
Rhode Island residents have received Salk vaccine.

It is known that there are some persons under 20

who have not had any Salk vaccine. Many persons

between 20 and 40 have not thought it necessary

-Public Health Service, “Public Health Reports,” Vol. 72,

No. 12, Dec., 1957, Page 1105, Public Health Service

Press Release, Mar. 20, '58

concluded on next page
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TABLE 2

Acute Poliomyelitis Deaths by Age; Rhode Island, 1949-1956

( By place of residence )

Age Group

1948

No.

1949

No.

1950

No.
1951

No.
1952

No.
1953

No.
1954

No.
1955

No.
1956

No.
1957

No.

Total i 3 2 9 16 4 22 1 0

Under 1

1 — 4 rears 2 1 3 1

5 — 9 years i 2 6 5

10— 14 years i 3 1 2

15— 19 years 1 i 1 3

20— 24 years 2 1

25 — 29 years i 2 2 3

30— 34 years 2 3 3

35— 39 years 1

40 and oyer 1 I

Source: National Office of Vital Statistics, Vital Statistics of the United States, 1948-1955.

Table 2 shows the acute poliomyelitis deaths by age in Rhode Island. This reflects the increased severity

of the disease in later life. More than one third of the Rhode Island polio deaths occurred between 10

and 34 years of age and somewhat less than 10% at 35 years and over.

to take any shots. "These people,” in the words of

Marion B. Folsom, secretary of Health, Education,

& Welfare, “are needlessly risking disability or

even death.”

Polio is often thought of as a childhood disease,

but adults are also susceptible. This is especially

true for pregnant women. More than half the acute

polio cases reported in 46 states during 1956 were

children under 10 years of age. Another 43% of the

cases occurred between the age of 10 and 34 years.

The remaining 4.5% were adults 35 years of age

and over. These 1956 United States data showed

that 40% of the paralytic polio cases occurred un-

der 5 years of age. Because this is the group with

an especially high attack rate and because 40% of

all the children under age 5 have received no vac-

cine, the Surgeon General is urging an all-out drive

to have children under 5 vaccinated against polio.

Another 16.3% of the paralytic polio cases were

found between 5 and 9 years; 38.7% between 10

and 34 years
;
and 4.6% at 35 years and over.3

Clearly the incidence of the disease declined with

advancing age. The risk of death, however, for those

contracting the disease after age 35 was much
higher than the risk for pre-school ages.

HEALTH, HUMAN ECOLOGY, AND THE
HUNGARIAN REVOLUTION

concluded from page 255

of illnesses.

Thus our ecological studies of these Hungarians,

carried out by the collaborative effort of scientists

of several disciplines, have yielded a fruitful harvest

of information pertinent to many areas of modern
life. We have learned something about the factors

that motivate men to make revolutions, and some-

thing about the type of people who fight in them.

We have learned something about what it means to

live in a Communist society. We have learned some-

thing about why the efforts of the Communists to

indoctrinate the youth of Hungary were singularly

ineffective. We have learned more about how the

social environment influences the health of those

who live within it. We have learned more about the

factors that determine a man’s reaction to his social

environment. We have learned a good deal more

about who gets sick and under what circumstances.

At the same time we have had the pleasure of feel-

ing that we are engaged in developing an area of

medical investigation that will surely have an ever-

increasing importance in the future.

GOLF TOURNAMENT

June 4, 1958 PATRONIZE JOURNAL ADVERTISERS

Providence Medical Association

3 National Office of Vital Statistics “Morbidity & Mortality,” Vol. 5, No. 53, Oct. 23, 1957, Page 6.
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BUTLER HEALTH CENTER—TODAY

Robert W. Hyde, m.d.

The Author. Robert IV. Hyde, M.D., Superintendent,

Butler Health Center, Providence, Rhode Island.

After 1 14 years, including two years of inactiv-

- ity, this historic institution has acquired a new
name, a new look, and a new mission. These changes

represent new concepts, practices, and attitudes in

the held of mental health. The purpose of this paper

is to report the activities since Butler Hospital was
reopened as Butler Health Center early in 1957.

The Out-Patient service opened February 18,

the Day Service April 15 and the In-Patient service,

July 15. The report of our clinical service covers

approximately \0y2 months of Out-Patient service,

8>y2 months of Day Service, and 5j4 months of

In-Patient service. Whether this small sample of

experience is any indicator of what we can expect

in the future, we cannot he entirely certain. Ob-
viously, it will take some time for people to learn

about the services available. During the starting-up

period, new services are being tested. These and
other factors may alter the significance of this

relatively small sample.

Clinical service has been rendered formally to 336
different persons. 230 of this number were served

by the Out-Patient department, 51 by Day Service,

and 55 with full twenty-four hours a day hos-

pitalization.

The service amounted to 1,801 Out-Patient

visits, 1,383 Day Service days, 2,935 In-Patient

days, and 52 home visits.

To provide this service, a clinical staff has been

assembled over the course of the year consisting of

four psychiatrists, two psychologists, three psychi-

atric case workers, one rehabilitation co-ordinator,

fifteen nurses, including psychiatric nurses, licensed

practical nurses, and attendant nurses. Other clini-

cal personnel include laboratory and X-ray techni-

cian. librarian, and part-time pharmacist and physi-

cal therapist.

In addition to this, we have acquired a staff of

associates and consultant physicians which includes

fourteen Rhode Island psychiatrists, and twenty-

six consultants or associates in other specialties.

Hence by the end of the year, the program of Butler

Health Center had reached the point of caring for

this sizable number of patients and had a substantial

full-time staff and body of associates and con-

sultants.

The service provided includes the wide variety

of examination and treatment as indicated by this

complete staff, which is expected in a modern treat-

ment program.

The patients served have been in the age group
from twelve years of age up. There were 52 less

than 21, 249 between 22 and 60. and 35 over 60.

Of the residential patients. 23 came from Provi-

dence, 31 from the rest of Rhode Island, and 14

from other states.

The goal of Butler Health Center to provide

service in those areas where it has been unavailable

was increasingly fulfilled as the year progressed. It

started first with out-patient psychotherapy, pro-

gressed to day service for those requiring more than

simple out-patient psychotherapy, and then, on

July 15, full-time hospitalization opened with par-

ticular emphasis on intensive treatment to telescope

the duration of hospital stay to a point within the

means of the average person. Thus, there developed

a complete program of out-patient care, day service,

night patient care, and full twenty-four hours a

day in-patient service.

As each service was opened, the number of pa-

tients climbed steadily through the year, with a

slight decrease in each service evident during Sep-

tember. until at the end of December a total of 122

persons were being given psychiatric service ; 66

as out-patients, 30 as day patients, and 26 as in-

patients.

As would be expected, the largest number of pa-

tients have been treated in the out-patient depart-

ment, and a lesser number in both day service and

in-patient. Part of the patients came directly from

the community to each one of these three services.

Two hundred and thirty to the out-patient, 51 to

the day service, and 55 to the in-patient. The in-

patient service also received patients from our day

service and out-patient service—a total of 13. In

this way, it supports the work of the out-patient

department providing full twenty-four hours a day-

hospital treatment where it is necessary or ad-

vantageous.

The out-patient and day service also provide for

longer continued treatment for those in-patients
continued on next page
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who require it after they leave the hospital. Twenty
patients were served in this manner. The hospital

stay of these patients was shortened through the

availability of the day service and out-patient

program.

Fifty-one patients were admitted directly from

the community to the day service program, and 27

have returned to the community from that program.

As time progresses, we are becoming better able to

determine in which situation the day service can

provide an advantageous alternative to full-time

hospital residence.

A similar service to that of the out-patient de-

partment was also fulfilled by the referring physi-

cian who was. in many cases (27) also able to con-

tinue treating his patient after discharge from the

hospital. This return of the patient to a doctor with

whom he already had a relationship, provided a

situation which was secure enough so that the hos-

pitalization was often shortened. Our own associate

staff frequently treated their patients while in But-

ler Health Center and so the relationship that they

had with the patient prior to admission, continued

on through the hospitalization and after the patient

left the hospital. This continuity of treatment was

of considerable therapeutic advantage, avoiding

both the hazards and the time lost through the

patient having to establish a relationship with a

new therapist.

Clinical Plans

The first year was, of course, a starting-up opera-

tion and many of the services provided require

further organization. In the first year, we have had

an opportunity to see what the demands of the com-

munity were for our services. Now it remains for

us to study the most effective methods of meeting

these demands.

During this year, we expect the in-patient service

to grow gradually to become a forty- to fifty-bed

unit caring for more than 180 patients a year. The
growth of the day service may parallel that of the

in-patient service, increasing to serve forty to fifty

patients at one time and a total of over 80 for the

year. The out-patient department will grow slowly

to provide for a census of over 100 patients and a

total of 350 patients for the year.

In each of these areas, there will be opportunity

for greater refinement of service. Both group and

individual psychotherapy will be available as indi-

cated in all three departments. The activity facilities

of the hospital, such as the library, Ray Hall, work

shop, and gymnasium, which serve both residential

and day patients, will have the variety of occupa-

tional and pre-vocational opportunities enlarged.

Rehabilitation

Rehabilitation constitutes a large part of the day

service. Benefiting by last year’s research, it will
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have passed beyond its early stage into one of finer

discrimination of patient needs and assignment. We
will be able to increase the breadth of opportunities

offered.

In our work with the State Division of Voca-
tional Rehabilitation, we have encountered a large

number of patients this year who have been handi-

capped for many years. We have found that they

require a more long range and total program than

anything we had envisioned. This will open up op-

portunities to many chronic patients for whom here-

tofore there had been little if any hope. The re-

habilitation service is a good example of a program
available to everyone. It has been developed with

the co-operation of the State Division of Voca-

tional Rehabilitation and is financed in part by a

federal grant. The reinforcement of our program

by state and federal resources, gives us an oppor-

tunity to provide all patients with unusual rehabili-

tation opportunities.

Geriatrics

Older patients have utilized the three facilities of

Butler Health Center during the year as follows

:

16 as in-patients, 15 as out-patients, and 4 on the

day program. A geriatrics program will be further

developed, building upon our experience of the past

year and we expect to develop research in this area.

Our out-patient and day service facilities provide

an excellent opportunity for older patients as they

become acquainted with the service available. We
are developing group therapy especially for this

group, and daytime activities for those who have

no useful way to spend their daytime hours.

Our so-called temporary care program for older

people appears to have met a great need, but as yet

it is not well enough known to attract many patients.

This is a service to the older patients who are being-

cared for adequately at home by their relatives, but

whose care prevents their relatives from getting

adequate relaxation and vacation. These patients

can come to the hospital for a day, a week end, a

week, or longer periods while the family has a vaca-

tion, or for the day program, in order to relieve

the home situation.

We are opening up facilities for long-term care

of older patients thus providing, together with the

aforementioned services, a complete program.

Adolescent Program

Throughout the year, patients from twelve to

twenty-one years of age have been accepted in all

three services. Forty-four were treated as out-

patients, 20 on day service, and 7 on an in-patient

basis.

The grounds and facilities of Butler offered a

wide variety of opportunities for this age group.

Some brought their bicycles, others played in the

gym. Their association with patients of all ages

appears very natural and helpful.



BUTLER HEALTH CENTER— TODAY

College Student Program

In the Blain Report which preceded the reopen-

ing, it was suggested that Butler give special atten-

tion to a program for college students. This could

he an extension of the health program at Brown
and also offer facilities for students from other uni-

versities. Special attention has been given to the

students who were continuing their studies. The
intensive treatment program of Butler is partic-

ularly effective with this group which makes so

much use of intensive psychotherapy and a diverse

activity program and so often shows such natural

resilience.

Home Service Program

One of the unique developments at Butler this

year, has been our home service program. It would
have often been necessary for patients to return to

the hospital if we had not been able to send nurses,

case workers, attendants and housekeepers into

their homes. Often this on-the-spot assistance of-

fered by the psychiatric personnel is all that is

needed to tide a patient or his family over a crisis

which the patient and family alone are unable to

resolve.

During the coming year, we plan to develop this

program further so that more complete service can

be provided in the home.

General Orientation of the Hospital Program

We have been able to provide a flexible thera-

peutic service which maintains the patient in close

contact with the community and which maintains

the hospital as an integral part of the community.
The doors are open. The fact that patients have

a freedom of movement and of contact with people

which has been unusual in the treatment of the

mentally ill, has done much to facilitate their re-

covery. The injurious effects of segregation, isola-

tion, and deprivation of personal resources and
experiences are removed.

With research directed at studying the effective-

ness of the hospital climate in treatment, we con-

tinually have data with which to improve this proc-

ess, and we communicate what we are doing in

scientific journals and meetings.

Next year will give us a steady growth of experi-

ence so that in many areas we will be able to apply

more successfully our knowledge of the hospital

as a therapeutic community.

Education

This year, our educational program was devoted

to the training of our own personnel. Such training

will take precedence over that of outside students,

but there will be an expansion into the latter area.

We are working towards a modest balanced train-

ing program in all professional areas, psychiatric

residents, psychiatric case workers, psychologists,
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psychiatric nurses, rehabilitators, and occupational

therapists.

Conventional educational programs all demand
an organized functioning institution and come after

the development of a substantial program of service

to patients. If these programs maintain a balance of

size in comparison to the total hospital service, then

they provide a stimulus which augments the hos-

pital's function.

We must be careful not to move too rapidly into

the area of training at this time of swift growth;
it will be a slow movement.

We are most interested at the moment in a public

education to acquaint others with what we are doing

to make the hospital effective as a therapeutic com-
munity and to develop a community and family

oriented program.

Administrators, trustees, nursing directors and

educators from other hospitals are visiting us from
all over the country in increasing numbers to study

the special developments of Butler Health Center.

We hope to have an increasing number come for

this purpose, and to make a special educational

contribution in this area.

Lou ] Cost Facility

One of the essential goals of Butler Health Center

is to provide psychiatric service within the economic

range of the great middle-class population. Al-

though we have already made steps in this direction

through providing an out-patient service that many
can afford, yet we still have a long way to go. We
have under consideration a low cost hotel-like half-

way house service which will still further lower

the hospital cost for many people.

SUMMARY
The reopening of Butler Hospital as Butler

Health Center, represents the advances in changing

patterns of psychiatric service. This developed from

a tremendous community interest and endeavor.

Not only is the local community and the medical

profession of the area involved, but the interest and

assistance of the American Psychiatric Association

and the National Institute of Mental Health has

been important. Only with the stimulus and assist-

ance of such universal support could so much have

been accomplished in one year.

CHECK THE DATE

Wednesday, October 8. 1958

INTERIM MEETING AT NEWPORT
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LEIOMYOMA OF THE PROSTATE

Daniel S. Liang, m.d., and Asdrubal De Carvalho, m.d.

The Authors. Daniel Liang, M.D.. Assistant Urologist,

St. Joseph's Hospital and Our Lady of Fatima Hos-

pital ; Urologist, Pazvtucket Memorial Hospital.

Asdrubal Dc Carvalho, M.D.. Assistant Physician,

St. Joseph’s, Our Lady of Fatima, and Miriam hos-

pitals.

Leiomyoma is a smooth muscle tumor common to

1 all parts of the body having smooth muscle

structures. It is especially common in the uterus.

Its size may vary from microscopic nodules to huge

tumor masses. Patch and Rhea state that minute

leiomyomatous nodules occur frequently in benign

prostate glands and are of no significance. (25.4^
of 181 consecutive cases.) The large type leiomy-

oma of the prostate is rare. Leiomyoma of the pros-

tate may be intra- or extra-prostatic and is usually

benign, except occasionally changing to sarcoma.

Most authors believe the tumor to be an embryo-

logical anlagen. Symptoms vary depending on the

lobe involved and the direction of the growth, thus

producing urinary or rectal or abdominal com-
plaints. Kaufman and Berneiker reported thirty-

eight cases, including three of their own. Slater re-

ported another case in 1953. W’e feel that the tumor

may not he as rare as the literature indicates, since

in many countries including this one. many cases

are not reported. Due to the in reased interest in

recording these relatively rare cases for compari-

son. we shall report a case of our own.

Case Report

W.L.. Hospital Xo. 6918. eighty-seven-year-old

Negro male, was admitted to St. Joseph's Hospital

on 7/30 57 because of painless gross hematuria for

two days. There was no difficulty in urination.

There was some frequency with minimal dysuria.

Nocturia 2-3X. He did notice that the urinary

stream had been weaker in recent years.

Past History: Not contributory except for long-

standing hypertension for which he has been taking

different hypertensive drugs. Diagnosis of arterio-

sclerotic heart disease has been made in the past.

For this the patient has been taking digitalis.

Physical examination revealed a well-built, well-

nourished. very alert individual. His heart was en-

larged toward the left, with grade II systolic aortic

murmur. Lungs : There were a few moist rales bi-

laterally, which have been present for some years,

even when the patient seemed well compensated.

His abdomen was soft, with no abnormal masses

palpable, although on deep palpation the patient

did have a feeling of wanting to urinate. Rectal

examination revealed a grade II enlarged prostate

gland, smooth, not fixed, not tender. Diagnosis on

admission was hematuria, ruling out bladder tu-

mor
;
a benign prostate grade II.

Laboratory Findings: 8/1/57. Urine—bloody,

acid, albumin 1+, many R.B.C.. blood sugar

80 mgm%, blood urea 12.3 mgm%, serum acid

phosphatase 3.5 K.A. unit. T rine culture—aero-

bactor aerogens. I.Y.P.— normal upper urinary

tract with a huge defect filling in the bladder.

A #20 Foley catheter was inserted on admission

and the hematuria stopped in twenty-four hours.

On 8/3/57. cystoscopy was done under local

anesthesia. On removing the catheter and introduc-

ing the panendoscope the patient started to bleed

profusely. The prostate was so enlarged that we
were unable to see the bladder. The prostatic ure-

thera was noted to be irregular and the lateral lobes

were huge. No source of bleeding was identified.

A #20F Foley catheter was inserted, but the bleed-

ing did not stop. It was decided to do a cystostomv

for safetv reasons, since the patient was already

prepared and in the operating room. On opening

the bladder two huge lateral lobes of the prostate

were protruding into the bladder. The patient's

condition was very satisfactory, and a suprapubic

prostatectomy was done. A #24F 30cc Foley in the

urethra controlled the bleeding.
continued on next page
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DERMATITIS FROM ACETOZOLAMIDE (DIAMOX)*

Bencel L. Schiff, m.d.

The Author. Bated L. Schiff, M.D., of Pawtucket

,

Rhode Island. Assistant Professor of Dermatology,

Boston University School of Medicine.

Tx spite of the widespread use of diamox, a non-

mercurial oral diuretic of sulfonamide deriva-

tion, there have been few reports of toxic manifes-

tations following its use. Pearson, Binder and

Neber 1 reported agranulocytosis following diamox
therapy. Breinin and Gortz2 in thirty-six patients

with glaucoma, state that two of their patients

manifested toxic skin eruptions. In 1956, Spring3

described two patients, one of whom developed

erythema multiforme bullosum and the other, a

papular eruption following the use of this drug.

I wish to report two cases of dermatitis following

the ingestion of diamox.

Case Reports

K.G., a forty-five-year-old, white female, was
seen by me on July 2, 1957, with an eruption in-

volving the face, neck, chest, abdomen and arms,

with severe itching, of one week’s duration. On
June 15, 1957, she had been given 250 mg. of dia-

mox, twice daily, for treatment of glaucoma. Two
weeks later sbe experienced chills and subsequently

the eruption appeared. Examination revealed a

vesico-bullous eruption involving the sites men-
tioned above. History was negative as to any pre-

vious ingestion of sulfonamide compound. Diamox
was suspected as being the cause of the eruption

and was discontinued. After three weeks the erup-

tion involuted. On August 2, 1957. patient was
again given 250 mg. of diamox, once daily, and
after 48 hours the dermatitis recurred. She was
never able to resume diamox therapy.

B.F., a fifty-seven-year-old white male, an hyper-

tensive with left ventricular failure, after two
weeks of diamox therapy, developed a severe itchy

papular vesicular eruption, beginning on the face,

neck, arms and legs, which later became general-

ized. The drug was discontinued, and the eruption

was controlled with various topical applications

and steroid therapy. Five weeks later, the patient

took 125 mg. of diamox and the eruption re-

*From the Department of Dermatology, Boston University
School of Medicine (Herbert Mescon, M.D., professor).

appeared on the same sites. History revealed no
previous intake of sulfonamide compounds.

SUMMARY
Two patients with allergic skin manifestations

resulting from oral administration of acetozolamide

are described. The type of eruptions observed dif-

fer from previously reported cases in that they

appeared as fixed eruptions, recurring always on
the same sites as the previous attacks. Although
acetozolamide is only distantly related chemically

to sulfonamide, it must be considered as such with

respect to cross sensitization. Neither patient was
known to be sensitive to sulfonamides, but both re-

acted to relatively small doses of diamox. indicating

the allergic nature of the eruptions.

References
’Pearson, J. R., Binder, C. I., and Neber, J. : Agranulocy-
tosis following Diamox therapy. J.A.M.A., 157:339-341

(
Jan. 22) , 1955.

2Breinin, G. M., and Gortz, H. : Carbonic anhydrase inhib-

itor acetozolamide (Diamox). Arch. Ophth., 52:333-348

( Sept.), 1954.

3 Spring, M. : Skin Eruptions following the use of Diamox.
Ann. of Allergy, 14:41-43 (Jan.-Feb.), 1956.

LEIOMYOMA OF THE PROSTATE
continued from preceding page

A Pezza was placed in the bladder, and the

wound closed routinely.

Pathological Report

:

The specimen consists of a

huge prostate weighing 260 gms. Microscopic ex-

amination showed that the prostatic acini were

tremendously increased in number, more or less

dilated and cystic and the acini showed a papillary-

like intrusion of the mucous membrane due to pro-

lipheration of the mucosa. In the middle lobe there

is replacement of the glandular structure by a neo-

plastic composition of interlacing smooth muscle

bundles supported by a scanty amount of fibrous

stroma.

Diagnosis: Marked adenomatous glandular hy-

perplasia of the prostate and one leiomyoma of the

prostate.

The post-operative course was smooth, except

for some mental depression, which responded to

treatment. The Pezza capita was removed on the

second post-operative day. The Foley catheter was
concluded on page 288
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PRESIDENT’S MESSAGE

jt is a great honor to be president of the Rhode Island Medical Society and to have

the privilege of serving its members, who on innumerable occasions have invariably

shown that they place principle above expediency and the public welfare above financial

consideration.

I join my illustrious predecessors in stressing the importance of the work of our various

committees. This year service on many of them will be doubly important. With the end of

the post-war inflation in sight, government is almost certain to pour large sums of money

into the economy. Much of this will be poured into channels which can directly affect the

future of medicine. The work load of several committees will be necessarily increased.

Our decisions will be important, tbeir effect may be irrevocable. For us, eternal vigilance is

the price of liberty.

It is the duty of your representatives, officers and committees to make sure that the

high quality of medical and surgical care presently available to the public is maintained.

During the past two decades we have become more and more dependent on hospitals, and

hospitals have come to depend more and more on Blue Cross. With the great advances in

surgery and medicine, there has been an accompanying large increase in expense. Now

the voluntary hospital is faced with the prospect of reduced income and continuing high

cost and in danger of becoming a casualty of the federal handout. Furthermore, such

federal care of the sick can wipe out what remains of the individual’s sense of responsibility

for his own future and that of his family. Government can be generous in the beginning,

but eventually governmental bounty is likely to be directed to fields more fruitful for a

centralized bureaucracy than the care of the sick at a local level. This threat to the present

high standard of medical care will be met and defeated.

Formerly a large service load of medically and surgically indigent patients was the rule

in our voluntary hospitals. The care extended to them by members of our profession is an

outstanding example of selfless and devoted service to humanity. Such service will always

be available to those in need. Necessity can be the mother of invention and in a difficult

situation may well lead us to ways of reducing the over-all cost of patient care, thereby

helping the patient and the hospital. As individuals and as an organization we have con-

sistently and persistently fought for the cause of better medical care for the public. We
will continue to fight for the best interests of that person, who to us is the world’s most

important citizen— the sick patient.

It is now more important than ever for all of us to work with our numerous committees

through which our predecessors have served the cause of sick humanity so well. Our

primary goal is constantly improved medical care for all. As far as possible ample oppor-

tunity for service on committees will be given members wishing to share in this work.

Francis B. Sargent, m.d.. President
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THE REVIVAL OF INCUBATION

I
F you are disinclined to undergo the fatigue of

thinking for yourself, you can now enlist the

help of one, or perhaps more, of the accommodating

gentlemen who are reviving the ancient custom of

incubation. In Babylon and Egypt the custom

originated
;

it spread to Greece and later to the

Roman Empire. The sick person entered the

Temple of Health, the Asclepieia. and after sacri-

fice and purification, lay down near the altar of the

god. The mode of treatment was then revealed to

him, either in a dream, or more directly, by the

priest himself, dressed so as to represent the deity.

On his recovery he presented thank offerings,

sometimes including models of the affected part in

wax, silver or even gold.

The modern practitioners of incubation set to

work a little differently. They do not disguise them-

selves as gods of healing, nor do they whisper to

their patrons while they sleep
;
rather, they present

themselves as erudite students of psychology who
know a lot about the mysterious mutations and
permutations of the subliminal mind which, they

assure us, they purpose to manipulate for our bene-

fit. It is evident that the sales of various systems

are increasing. “We’ve been selling more of our

equipment every year since we put the first instru-

ment on the market in 1949’’ remarked one of the

dealers, “and this year from the looks of things

we re going to sell more than in all the previous

years combined.” Another of the industry’s leaders

reports a sales volume last year of close to $500,000.

compared with $100,000 in the previous year. “I’ll

be disappointed if this year’s sales don’t exceed

$1,000,000,” says the president of this company.

Distributors of the records extend from San Diego

to Seattle and from San Francisco to Chicago and

before long they plan to extend their network east-

ward. One association reports that it sold 2000 of

its records in 1957—twice as many as in the year

before. “And we expect 1958 to be better yet,”

exclaimed its enthusiastic general manager.

Many years ago Doctor Boris Sidis studied the

condition of light sleep which he called the hypnoi-

dal state, and found that while in this state his sub-

jects were most suggestible. Our contemporary in-

cubators are fully aware of this, for as one of them

remarked. “We know there is a certain reception

and retention of auditory stimuli during light

sleep.” The auditory stimuli come from the spin-

ning records, which the}- graciously supply, and,

of course, there is always a thank offering, the

amount of which depends upon the number of

records you may require to entertain you while you

slumber.

One is a little astonished to learn how many nice

things these records will do for you. If you are fat

they will keep you faithful to your diet
;
if you are

an actress they will help you to memorize your

lines
;

if you are a salesman they will remove your

reticence; if you are a lawbreaker they will inhibit

your antisocial drives and fill you with sweetness

and light.

Xow that we have subliminal advertising on

television provided for us by the industrious men
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EXTENSION OF PHYSICIANS SERVICE
TJhysicians Service was established by the

Rhode Island Medical Society to offer the

people of this state the means by which they could

pay the doctor of their choice for professional care.

Basically the program sought to aid those persons

in the lower income classifications to budget for the

unexpected costs involved in catastrophic illnesses,

particularly those necessitating surgery.

Our program has been enthusiastically accepted

in the past eight years to such an extent that we now
lead the nation with our record of eligible popula-

tion enrolled in a statewide voluntary prepaid health

insurance plan. Our action in developing the group

insurance principles with service contracts, allow-

ing free choice of physician, and providing a guaran-

teed inexpensive way to protect against the costs of

major sickness, has won high commendation from
everyone.

Now the House of Delegates, taking cognizance

of the need for an extension of the plan, has voted

that an additional program with a service feature

for persons below a $5,000 income classification

should be considered. Thus another step may be

taken to equalize the rising cost of living, and there-

in the rising cost of health care, for persons within

the income range from our present basic limit of

$3,000 to the new range of $5,000.

A schedule of benefits for the additional cover-

age is to be drafted by a committee of the Society,

and when actuarial studies are completed the new
plan will be subject to review by the state insurance

commissioner. Thus the medical profession will

continue to organize and administrate the actual

operative procedures of its plan. That responsibil-

ity is a great one, particularly in view of the fact

that it carries with it the obligation to continue to

provide the people of Rhode Island with health

care meeting the highest standards attainable, and

at the same time to make possible the financing of

such care as reasonably as possible through pre-

payment.

on Madison Avenue, this latest appeal to the

subliminal mind appears to be but another example
of the cult of passivity which seems attractive to so

many Americans. No one knows as yet whether this

latest technique of learning will survive the test of

time and experience. Doctor Charles Simon, who
recently completed a two-year study of sleep teach-

ing for the Rand Corporation of California, doubts
whether the value of the process is anywhere near

the cost and effort expended on its behalf. He says,

however, “there is some reason to believe sugges-

tion in a drowsy state may be beneficial,” but he sug-

gests that the subject warrants more critical study.

Meanwhile, it is well to remember what hap-

pened to incubation in ancient Greece. It dis-

appeared.

MEET THE PRESS
To Kipling is attributed the saying that “words

are, of course, the most powerful drug used by
mankind.”

I hat those whose work is in the main the writing

of medical news, and those who provide the basic

sources for much of that news might have a better

understanding of their mutual problems, the Amer-
ican Medical Association and the National Associa-

tion of Science Writers have undertaken a series

of regional workshops.

The first such workshop, or conference, was held

in Syracuse, New York, in mid-April. Here, for

the first time on a regional basis, science writers

and reporters covering medical and scientific news

were able to meet with representatives of the med-
ical profession and medical and allied organizations

to review mutual problems.

What makes a good science story, how to write it,

the role of ethics in the practice of medicine, the

reporter’s source file, special problems in writing

medical news, from the scientist’s standpoint and

from the newsman’s standpoint—all were subject

to close scrutiny in a very informal conference that

sought only a better understanding between the

press and medicine.

There is no true yardstick to evaluate the worth

of any meeting of this type. For a certainty, how-
ever, the exchange of ideas, the challenge to under-

stand the other fellow’s viewpoint and temporize

your own with it, are sufficient reasons alone for

such meetings of minds.

The public today is eager for health news, and

the demand will be supplied by the communications

services. The task for the newsman is to make each

story medically factual and to have it edited with all

possible precautions in the interest of the public

generally. For the physician, however busy he may
be, the task is for him to realize that his work is of

paramount importance to everyone, since it deals

with problems of life and death directly, and he

must aid the reliable reporter, radio or television

commentator, or feature writer, to convey accurate

information that is of interest and value to every-

one.

Patronize Journal Advertisers
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OFFICERS INSTALLED FOR 1958 - 59

RHODE ISLAND MEDICAL SOCIETY

Doctor Francis B. Sargent, Providence oto-

laryngologist, was installed on May 14 as the

ninety-ninth president of the Rhode Island Med-
ical Society, the nation’s ninth oldest state medical

association. He was unanimously elected by the

House of Delegates to succeed Doctor George \Y.

Waterman.
Named by the Society as vice president was

Doctor Samuel Adelson of Newport, and as presi-

dent-elect, Doctor Alfred L. Potter of Providence.

Doctor Francis V. Garside was named to succeed

Doctor John A. Dillon as treasurer, a position

Doctor Dillon has held for the past five years.

Doctor Thomas Perry, Jr., was re-elected as sec-

retary.

The new head of the Society is a native of Lin-

coln, Massachusetts, and an alumnus of both the

undergraduate and the graduate schools at Har-

vard. receiving his degree of doctor of medicine in

1919. After internships at the Massachusetts Gen-

eral and the Eye and Ear Infirmary, Doctor Sar-

gent established his practice in Providence, special-

izing in problems of the ear. nose and throat. He
has been very active in the affairs of the Society

through the years, serving as chairman of its im-

portant Medical Defense and Grievance Committee

for several years with distinction, and also as chair-

man of the successful program of group liability

insurance established three years ago.

Newport Physician Vice President

Doctor Samuel Adelson. Newport surgeon,

named to succeed Doctor Stanley Sprague of Paw-
tucket as vice president of the Society, has had a

long and active career as a member of the Council

to the state medical society, as well as a delegate

to the House of Delegates. He is a past president

of the Newport County Medical Society, and in

addition to his services to the medical profession

has been chairman of the Representative Council

of the city of Newport, secretary of the board of

health, medical examiner in Newport county, mem-
ber of the City Charter Commission, and more re-

cently, chairman of the Newport High School

Commission.

Doctor Adelson received his elementary educa-

tion in the Newport schools, and was graduated

from Rogers high school prior to his matriculation

at Tufts College. He received his doctorate in medi-

cine in 1922, and after an internship at Barnet hos-

pital in Paterson, New Jersey, he established his

practice in his home citv.

Doctor Potter Named President-Elect

Doctor Alfred L. Potter. Providence obstetrician

and gynecologist, was selected by the House of

Delegates to he president-elect and thereby to suc-

ceed Doctor Sargent to the presidency in May,
1959. He currently is president of both the New
England Obstetrical and Gynecological Society,

and also the Obstetrical Societv of Boston, the na-

tion’s oldest obstetrical association.

Doctor Potter was assistant secretary of the

Rhode Island Medical Society from 1942 through

1946, and he was president of the Providence Med-
ical Association in 195.1 and in addition has served

as a member of its executive committee for many
years. He has also served as a delegate to the House
of Delegates of the state medical society.

A native of Orange. Massachusetts, Doctor Pot-

ter received his elementary education at Kittery,

Maine, and his high school training at Providence

Classical. He graduated from Cornell University,

receiving a degree of bachelor of arts in 1914, and

his doctor of medicine degree in 1918 from Cornell

Medical School. He served internships at Woman’s
Hospital, and New York Lying-In Hospital before

returning to Providence to establish his practice.

He served for two years as a medical officer at the

U. S. Naval hospital in Brooklyn.

Doctor Potter was chief of staff at Providence

Lying-In Hospital from 1946 to 1954, and since

then he has been a member of the consulting staff.

He is a member of the gynecological staff at Rhode

Island Hospital, and a consulting surgeon at both

Memorial and Charles Y. Chapin hospitals. He is

a former clinical professor of obstetrics at Tufts

College Medical School, a former lecturer in ob-

stetrics at Harvard Medical School, and former

instructor in anatomy at Cornell Medical School.

New Treasurer Named by Delegates

Doctor Francis V. Garside, Providence surgeon,

was named by the House of Delegates to succeed

Doctor John A. Dillon as treasurer of the Society.

Doctor Dillon held the post of assistant treasurer
concluded on page 285
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SYNTHETIC BILIARY ABSTERGENT

ZANCHOE
(brand of florantyrone)

Fills an Important Postcholecystectomy Need

The excellent results with Zanchol in pa-

tients whose gallbladders have been re-

moved have been most pronounced in two
phases of management:

1. Early— Zanchol in Postoperative Care.

T-tube studies have demonstrated that

Zanchol increases the volume and fluidity

of bile, at the same time changing its color

to a clear, brilliant green. The greatly im-

proved abstergent cleansing action of the

bile is noted in its ability to keep the T
tubes clean 1 without rinsing in most cases.

2. Late— Zanchol in Postcholecystectomy

Syndrome. By improving the physico-
chemical properties of bile and increasing

its flow, Zanchol acts to eliminate biliary

stasis and sharply reduce or eliminate bil-

iary sediment. The drug may be employed
in both prophylaxis and therapy of the post-

cholecystectomy syndrome.

Medical Indication for Zanchol

This includes the treatment of patients

with chronic cholecystitis for which sur-

gery is not required or may be impossible

for any reason.

Dosage: one tablet three or four times

daily. Tablets of 250 mg. each.

G. D. Searle & Co., Chicago 80, Illinois.

Research in the Service of Medicine.

photomicrographs1

showing daily changes in

sediment from centrifuged bile

taken from T-tube drainage in

a postcholecystectomized patient.
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First day, before administration of Zanchol. Second day, after Zanchol administration.

1. McGowan. J. M.: Clinical Significance of Changes in

Common Duct Bile Resulting from a New Synthetic
Choleretic, Surg., Gynec. & Obst. 103 .-163 (Aug.) 1956.
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... in Skin Diseases: In a study of 26 patients with severe der-

matoses, aristocort was proved to have potent anti-inflammatory and

antipruritic properties, even at a dosage only 2A that of prednisone

1

. .

.

Striking affinity for skin and tremendous potency in controlling skin dis-

ease, including 50 cases of psoriasis, of which over 60% were reported as

markedly improved2
. . .absence of serious side effects specifically noted.

1,2,3

...in Rheumatoid Arthritis: Impressive therapeutic effect

in most cases of a group of 89 patients4
. . . 6 mg. of aristocort corre-

sponded in effect to 10 mg. of prednisone daily (in addition, gastric ulcer

which developed during prednisone therapy in 2 cases disappeared during

aristocort therapy). 3

1 . Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.

:

J. A. M. A. 165:1821, (Dec 7) 1957.

2. Shelley, W. B., and Pillsbury, D. M.:

Personal Communication.

3. Sherwood, A., and Cooke, R. A.: Personal Communication.

4. Freyberg, R. H., Berntsen, C. A., and Heilman, L.: Paper

presented at International Congress on Rheumatic Diseases,

Toronto, June 25, 1957.

5. Hartung, E. F.: Personal Communication.

6. Schwartz, E.: Personal Communication.

7. Sherwood, A., and Cooke, R. A.: J.
Allergy 28:97, 1957.

8. Heilman, L., Zumoff, B., Kretshmer, N., and Kramer, B.:

Paper presented at Nephrosis Conference, Bethesda, Md.,

Oct. 26, 1957.

9. Ibid. : Personal Communication.

10. Barach, A. L.: Personal Communication.

1 1. Segal, M. S.: Personal Communication.

12. Cooke, R. A.: Personal Communication.

13. Dubois, E. L.: Personal Communication.

1



Triamcinolone LEDERLE

, ..in Respiratory Allergies: "Good to excellent” results in 29 of

30 patients with chronic intractable bronchial asthma at an average daily dosage

of only 7 mg.c
. . . Average dosage of 6 mg. daily to control asthma and 2 to 6 mg.

to control allergic rhinitis in a group of 42 patients, with an actual reduction of

blood pressure in 12 of these.
7

. . . in Other Conditions: Two failures, 4 partial remissions and 8 cases

with complete disappearance of abnormal chemical findings lead to characteriza-

tion of aristocort as possibly the most desirable steroid to date in treatment of

the nephrotic syndrome. 8,9
. .. Prompt decrease in the cyanosis and dyspnea of

pulmonary emphysema and fibrosis, with marked improvement in patients refrac-

tory to prednisone. 10,11,12
. .. Favorable response reported for 25 of 28 cases of

disseminated lupus erythematosus. 13

—OH

Depending on the acuteness and severity of the disease under

therapy, the initial dosage of aristocort is usually from 8 to 20 mg.

daily. When acute manifestations have subsided, maintenance

dosage is arrived at gradually, usually by reducing the total daily

dosage 2 mg. every 3 days until the smallest dosage

has been reached which will suppress symptoms.

Comparative studies of patients changed to aristocort

from prednisone indicate a dosage of aristocort lower by about Vi

in rheumatoid arthritis, by Vi in allergic rhinitis and bronchial

asthma, and by Vi to Yi in inflammatory and allergic skin diseases.

With aristocort, no precautions are necessary in regard to dietary

restriction of sodium or supplementation with potassium.

aristocort is available in 2 mg. scored tablets (pink), bottles of

30; and 4 mg. scored tablets (white), bottles of 30 and 100.

P LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY. PEARL RIVER. NEW YORK
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DISTRICT MEDICAL SOCIETY MEETINGS

PAWTUCKET MEDICAL ASSOCIATION
The annual business meeting of the Pawtucket

Medical Association was held at twelve noon on

March 26. 1958. in the Nurses’ Auditorium of

Memorial Hospital. Twenty members of the societv

were present.

Doctor Gaudet moved that this meeting, called as

a special meeting, he considered as the annual meet-

ing. This was unanimously approved.

The motion was made that Doctors Doucet.

Barnes and others he considered active members,

dues exempt.

The reading of the minutes of the annual meeting

was suspended. The annual report of the secretary

was read. The treasurer's report was accepted as

read by Doctor Bencel Schiff. noting an approxi-

mate balance of $1,559.79.

There was considerable discussion on the motion

to change the laws regarding monthly meetings. It

was decided to return the motion to the Standing

Committee for more exact wording and further

consideration.

The application of Doctor A. Jaworski was
unanimously approved.

Edwin F. Lovering, m.d.

President . 1958

The Pau tucket Medical Association

The annual residential address was delivered by
Doctor Albert Gaudet. who thanked the society and

its officers for their support. Doctor Gaudet recom-

mended further support of the societv through bet-

ter attendance at meetings, revision of the by-laws

to avoid conflicts regarding membership and con-

stitutions. etc. and advocated approval of the now
unofficial committee on prepaid medical care. He
also advocated a local woman’s auxiliary and in-

creased auxiliary activities.

The report of the Nominating Committee was
read and Doctor Mara moved that the secretary cast

one ballot which would he accepted unanimously.

This was seconded and unanimously approved.

The ballot was as follows

:

President Edwin F. Lovering, m.d.

I 'ice President Rudolph A. Jaworski. m.d.

Secretary Edward L. Horan, m.d.

Treasurer Rocco Bruno, m.d.

Councillor Earl J. Mara, m.d.

Alternate Councillor Henry J. Hanley, m.d.

Delegates to the House of Delegates of the R. /.

Medical Society — Earl F. Kelly, m.d.;

Ferdinand S. Forgiel. m.d. ;
Alexander A.

Jaworski, m.d.; Robert C. Hayes, m.d.;

Hrad H. Zolmian, m.d.

Standing Committee—Albert J. Gaudet, m.d.
;

Frank Hanley, m.d.; R. Thomas Stevens,

m.d.
;
Harold A. Woodcome, m.d.

;
Hrad H.

Zolmian, m.d.

Doctors Mara and A. Jaworski escorted the in-

coming president. Doctor Edwin Lovering, to the

chair.

A motion was made by Doctor A. Gaudet that

the annual dues be $25.00 a year. This was seconded

and approved unanimously.

A motion was made by Doctor Gaudet that a

committee of three appointed by the president de-

scribe a biography of Doctor Earl Mathewson

which will be forwarded to the Rhode Island Med-

ical Societv. This motion was seconded and ap-

proved.

Motion by Doctor Gaudet that the communica-

tions from Bark & Shop. Inc. he tabled indefinitely.

The motion was seconded and approved unani-

mously.

A motion by Doctor Gaudet that the Society

subscribe to a direct enrollment campaign of the
continued on page 278
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SQUIBB

‘IMVOfKHt* S0U«B8 TRADEMARK

Raudixin helps

you relieve

pressures in

your patients

Raudixin “lowers

blood pressure and slows

the pulse rate much
more efficiently than the

barbiturates. ... It is not

habit-forming and is

synergistic with all other

known hypotensive drugs.”*

Raudixin helps

you relieve

pressures on
your patients

Raudixin “relieves

anxiety and tension,

particularly the

tension headache

of the mild

hypertensive patient,

better than

any other drug.”*

RAUDIXIN .. ."is the best symptom reliever."*

In mild to moderate cases, Raudixin is frequently sufficient.

Base line therapy with Raudixin permits lower dosage of more toxic agents.

The incidence and side effects of these agents are minimized. Diuretics often

potentiate the antihypertensive effect of Raudixin.

•Fmnerly, F. A. Jr.: Ne* York Slate J. Med. 57:2957 (Sept. 15) 1957.

Squibb (o Squibb Quality—the Priceless Ingredient

when you treat hypertensive patients

>uble dutyRAUDIXINdouble duty I I I H
Squibb Standardized Whole Root Rauwolfia Serpentina

is the solid base line for successful therapy
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WEDDING

Give her a breathtakingly beau-

tiful Harris Mink scarf, cape,

stole, jacket or coat . . in flatter-

ing remembrance of years past,

forever cherished through all the

years ahead.

Wppt<2
New England’s Largest Exclusive Furrier

400 Westminster Street

Almost One-Half Century of Fine Fur Tradition

Jtemarial Sanitarium

Located on Rt. 1

South Attleboro, Massachusetts

A modern non-profit hospital for the care and treatment of

nervous and emotional disorders as well as long term geriatric

problems.

Physical, neurological, psychiatric and psychological exam-
inations.

Modern recognized psychiatric therapies.

A pleasant homelike atmosphere in a beautiful and conveni-

ently located institution.

L. A. Senseman, M.D., F.A.P.A., Medical Director

Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A.

Oliver S. Undberg, M.D. William H. Dunn, M.S.W.
Paul Neiberg, M.D.

Referred patients are seen daily (except Saturdays) 9-12 A.M.,

and by appointment.

R. I. Blue Cross Benefits Tel. Southgate 1-8500

Special Rates for Long-Term Care

RHODE ISLAND MEDICAL JOURNAL
PAWTUCKET MEDICAL ASSOCIATION

continued from page 276

Blue C ross and Physicians Service through adver-
tisement in the Pawtucket Times at a cost of
S18.00. This motion was seconded and approved.

Respectfully submitted,

Edward L. Horan, m.d., Secretary

PROVIDENCE MEDICAL ASSOCIATION
A regular meeting of the Providence Medical

Association was held as a joint meeting with the

Rhode Island Heart Association on April 7, 1958,

at the Medical Library. The meeting was called to

order at 8:30 p.m. by Doctor Joseph G. McWil-
liams, president of the Providence Medical Asso-
ciation.

Minutes of Previous Meeting

The minutes of the previous meeting were not

read. Doctor McWilliams stated that these minutes
be published in the Rhode Island Medical
Journal.

Announcements of the President

Doctor McWilliams asked the members to re-

serve the evening of Tuesday. May 13, and all day
Wednesday. May 14, for the 147th Annual Meet-
ing of the Rhode Island Medical Society.

He also called attention to the plans for the An-
nual Dinner and Golf Tournament of the Associa-

tion to be held Wednesday, June 4. at the Wanna-
moisett Country Club in East Providence.

I have named the following committees to pre-

pare tributes for the Association records: to the

late Dr. William Magill—Doctors Francis McCabe
and Herbert E. Harris ; to the late Dr. Henry
Gallagher—Doctors Henrv L. C. Weyler and Alex

M. Burgess, Sr., and to the late Dr. Charles Gan-
non—Doctors Ralph Sullivan and Francis Xevitt.

Report of the Executive Comtnittee

Doctor DiMaio, secretary, reported that at a re-

cent meeting the Executive Committee took the

following actions

:

1. It voted that the Association should applv for

membership in the Council of Community
Agencies.

2. It authorized the secretary to extend an invita-

tion to physicians licensed to practice in Rhode
Island, and currently residing in the Greater

Providence district, to apply for membership
in the Association.

3. It voted that the Association’s Liaison Com-
mittee with the Physicians Service Claims

Committee and Board of Directors be con-

tinued, consisting of Doctors Ernest Land-

steiner, Walter S. Jones, and Joseph A.

Hindle.
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Action: The report of the Executive Committee

was approved and placed on file.

Nominees for Election to Membership

The secretary reported that the Executive Com-
mittee recommends for election to active member-

ship to the Association the following physicians:

Carmine J. Capalho, M.D. ; Edmund B. Sinclair,

M.D.
:
Joseph Cannon, M.D.

;
Louis Levine, M.D.

;

Hugo Taussig, M.D.
;

Constantine S. Georas,

M.D.
;
Ira Harry Anjoorian, M.D.

;
Angelo D’Ago-

stino, M.D. ; Donald P. Fitzpatrick, M.D., and

Charles C. Edwards, M.D.
Action: A motion was made, seconded and

passed that the nominees made hy the executive

committee he elected to active membership.

Presentation of Membership Certificate

Doctor McWilliams presented a certificate of

membership to Doctor Norman E. Gam in, who had

been elected at the March meeting of the Associa-

tion.

Scientific Program

Doctor McWilliams introduced Doctor Alex M.
Burgess, Jr., president of the Rhode Island Heart

Association, to the panel of physicians to discuss

Prevention and Treatment of Cardiac Emergencies.

This panel* consisted of: J. Scott Butterfield,

M.D.
;
James V. Warren, M.D. ; Allan Friedlich,

M.D.
;
Louis Dexter, M.D.

The meeting was adjourned at 10:45 p.m.

Attendance was 172.

Collation was served.

Respectfully submitted,

Michael DiMaio, m.d., Secretary

Since the panel discussion will he reported in full detail

in a future issue of the Rhode Island Medical Journal,
no attempt will be made to make it a part of the minutes
of the meeting.

WOONSOCKET DISTRICT MEDICAL
SOCIETY

A meeting of the Woonsocket District Medical

Society was called to order at 8:30 p.m., by the

president. Doctor Charles E. Broclni. in the main
dining room of the Woonsocket Hospital on April

15. 1958. Twenty-six members were present, which

represents about 60 (
/c of the membership.

The minutes of the previous meeting, held De-
cember 10, 1957, were read by the secretary. Doc-
tor Alton P. Thomas. There being no exceptions or

omissions noted, the minutes were accepted as read.

A letter from Mrs. Marie Lavoie Chartier, execu-

tive director of the Woonsocket Public Health

Nursing Association, was read in abstract form.

It informed the membership of certain curtailments

that have been made necessary in the service pro-

vided hy that group because of increased costs and
lack of additional funds. The letter was accepted

and placed on file.

LOU ' ' at the office, the club,

everywhere - - are judged to an

important degree by your clothes.

Our garments go proudly any'

where - - arid ‘belong! They are

made for you.

Distinctive Clothes ta\e time

in the making - - Tour Spring and

Summer requirements should be

anticipated now! Tour considera'

tion will be appreciated.

TRIPP & OLSEN, INC.

249 THAYER STREET
PROVIDENCE 6 GAspee 1-8591

concltided on next page



280

There was no report from the Special Commit-
tee on the Forand Bill, as President Charles E.

Brochu had dissolved this committee at the request

of the Rhode Island Medical Society that all action

on this legislation take place at the state level.

An amendment to the bylaws of the Society,

concerning provision for Associate Membership to

this Society, which had been considered at the last

meeting, was passed with no dissenting vote. (See

Section X of the bylaws.)

A new amendment to the bylaws was proposed

by Doctor Joseph B. McKenna and seconded by

Doctor Euclid L. Tremblay. It proposed that Coun-
cillor and Delegates to the Rhode Island Medical

Society be appointed for a term of five years, in-

stead of the present system of only one vear in office.

Doctor McKenna pointed out that it takes about a

year to find out what the procedures are. and how
to get something accomplished, and at the precise

time that our representatives might do us some
good, they are replaced. The reaction of the Societv

to the proposal was favorable, and it will be voted

upon at the next meeting.

There being no further business to come before

the meeting, it was adjourned at 9:00 p.m.

The speaker for the evening was Doctor Robert

Wise of the Lahey Clinic in Boston. He gave a very

interesting talk and analysis concerning The Com-
plications of Gall Bladder Surgery. Doctor Wise

RHODE ISLAND MEDICAL JOURNAL
stated at the onset that the figures on complications

were very biased, as the Lahey Clinic treats pri-

marily the complicated and difficult cases from other

hospitals. The most frequent finding was a stone in

the common duct. A diagnosis made with consider-

able frequency at the Lahey Clinic, but not com-
monly elsewhere, was Fibrosis of the Ampulla of

Yater.

Doctor Henri E. Gauthier, chief of surgerv at

the \\ oonsocket Hospital, gave a resume of 998 ad-

missions to that hospital between October 1954 and
October 1957 who had biliary disease, and of whom
363 were operated. The percentage of complications

was very low.

Lollowing a discusson period, refreshments were
served at 10:00 p.m. in the hospital cafeteria.

Alton P. Thomas, m.d.. Secretary

W ednesday, June 4— Annual Dinner

Providence Medical Association

At the Wannamoisett Country Club

For the CONVENIENCE of our CUSTOMERS...
A. B. Munroe Dairy offers cus-

tomers the choice of milk in:

(1) conventional straight neck

bottle,

(2) distinctive two compartment
bottle for easy separation of

cream from the fat-free milk.

Separators furnished free

upon request.

The two compartment bottle is

a money-saver for families

occasionally requiring small

amounts of skim (fat-free) milk

for special diets or top cream
for coffee, cooking and other

needs.

151 BROW ST., EAST PROVIDENCE, R.

Call EA 1-2091 today

for home delivery.

A. B. MUNROE DAIRY
INC.

I.
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ON THE MEDICAL LIBRARY BOOKSHELVES

Seven new titles have been added to the Daven-

port Collection and are available for circulation:

Walter C. Alvarez & others—MEDICAL W KIT-
ING. MD International Symposia #2. MD Publi-

cations, Inc., N.Y., 1956.

Leonard K. Eaton— NEW ENGLAND HOS-
PITALS 1790-1833. University of Michigan

Press, Ann Arbor, 1957.

Oliver St. John Gogarty—A WEEK END IN
THE MIDDLE OF THEWEEK AND OTHER
ESSAYS ON THE BIAS. Doubleday & Co., Inc.,

Garden City, N.Y., 1958.

Alan Gregg—FOR FUTURE DOCTORS. Uni-

versity of Chicago Press, Chic., 1957.

Ernest Jones—THE LIFE AND WORK OF
SIGMUND FREUD. Vol. 3. The Last Phase,

1919-1939. Basic Books, Inc.. N.Y., 1957.

D. B. Wyndham Lewis—DOCTOR RABELAIS.
Sheed & Ward, N.Y., 1957.

Jurgen Thorwald—THE CENTURY OF THE
SURGEON. Pantheon Books, N.Y., 1957.

Other purchases were:

Harry Beckman, editor—THE YEAR BOOK OF
DRUG THERAPY. (1957-1958 Year Book Se-

ries ). The Year Book Publishers, Inc., Chic., 1958.

C. Sidney Burwell & James Metcalfe—HEART
DISEASE AND PREGNANCY. Physiology and
Management. Little, Brown & Co., Bost., 1958.

Michael E. DeBakey, editor— THE YEAR
BOOK OF GENERAL SURGERY. (1957-1958

Year Book Series). With a Section on Anesthesia,

edited by Stuart C. Cullen. The Year Book Pub-
lishers, Inc., Chic., 1957.

HEALTH AND TRAVEL. Proceedings of the

First International Symposium on Health and
Travel, held in New York City. June 23, 1955.

MD International Symposia #1. MD Publications,

Inc., N.Y., 1956.

George M. Lewis, Mary E. Hopper, J. Walter
Wilson & Orda A. Plunkett—AN INTRODUC-
TION TO MEDICAL MYCOLOGY. 4th ed.

The Year Book Publishers, Inc., Chic., 1958.

John M. Murtagh & Sara Harris—CAST THE
FIRST STONE. McGraw-Hill Book Co., Inc.,

N.Y., 1957.

Grantly Dick Read— INTRODUCTION TO
MOTHERHOOD. Harper & Brothers, N.Y.,

1950.

Arthur Ruskin— CLASSICS IN ARTERIAL
HYPERTENSION. Charles C Thomas, Publish-

er, Springfield, 111., 1956.

David T. Smith, Norman F. Conant & others—

•

ZINSSER’S BACTERIOLOGY. 1 1th ed. Apple-

ton-Century-Crofts, Inc., N.Y., 1957.

E. A. Spiegel, editor PROGRESS IN NEU-
ROLOGY AND PSYCHIATRY. An Annual
Review, vol. XII, 1957. Grune & Stratton, N.Y.,

1957.

SURGICAL P'ORUM. vol. VII. Proceedings of

the Forum Sessions, Forty-second Clinical Con-
gress of the American College of Surgeons, San
Francisco, October 1956. American College of Sur-

geons, Chic., 1957.

Reviezv volumes front the Rhode Island Medical

Journal were:

Francis Heed Adler—GIFFORD’S TEXTBOOK
OF OPHTHALMOLOGY. 6th ed. W. B. Saun-

ders Co., Phil., 1957.

American Hospital Association — HOSPITAL
ACCREDITATION REFERENCES. Chic.,

1957.

C. S. Bluemel—THE RIDDLE OF STUTTER-
ING. Interstate Publishing Co., Danville, 111., 1957.

Frederick Christopher — ONE SURGEON’S
PRACTICE. W. B. Saunders Co., Phil., 1957.

Howard F. Conn, editor—CURRENT TL1ER-
APY 1958. W. B. Saunders Co., Phil., 1958.

Robert D. Dripps, James E. Eckenhoff & Leroy D.

Vandam—INTRODUCTION TO ANESTHE-
SIA. The Principles of Safe Practice. W. B.

Saunders Co., Phil., 1957.

Harrison F. Flippen — GOEPP’S MEDICAL
STATE BOARD QUESTIONS AND AN-
SWERS. W. B. Saunders Co., Phil., 1957.

Joseph Fox—THE CHRONICALLY ILL. Phil-

osophical Library, Inc., N.Y., 1957.

J. H. Glyn—CORTISONE THERAPY MAIN-
LY APPLIED TO THE RHEUMATIC DIS-
EASES. Philosophical Library, Inc., N.Y., 1957.

C. D. Haagensen — DISEASES OF THE
BREAST. W. B. Saunders Co., Phil., 1956.

Edwin W. Hirsch—MODERN SEX LIFE. Sig-

net Books, New American Library, N.Y., 1957.

Simon S. Leopold—THE PRINCIPLES AND
METHODS OF PHYSICAL DIAGNOSIS.
Correlation of Physical Signs with Certain Physio-

continued on next page
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—
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dent and Health insurance because of the
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—
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logical and Pathological Changes in Disease. 2nd ed.

\Y. B. Saunders Co., Phil.. 1957.

Samuel A. Levine—CLINICAL HEART DIS-
EASE. 5th ed. \Y. B. Saunders Co., Phil., 1958.

James Clark Moloney—FEAR : CONTAGION
AND CONQUEST. Philosophical Library, Inc.,

N.Y., 1957.
~

John H. Mulholland, Edwin H. Ellison & Stanley

R. Friesen, editors— CURRENT SURGICAL
MANAGEMENT. A Book of Alternative View-
points on Controversial Surgical Problems. \Y. B.

Saunders Co.. 1957.

Harold Palmer—PSYCHOPATHIC PERSON-
ALITIES. Philosophical Library, Inc., N.Y.. 1957.

William Sargant—BATTLE FOR THE MIND.
Doubleday A- Co.. Inc.. Garden City, 1957.

Donald R. Smith — GENERAL L’ROLOGY.
Lange Medical Publications, Los Altos. Calif.,

1957.

Torald Sollmann—A MANUAL OF PHARMA-
COLOGY AND ITS APPLICATIONS TO
THERAPEUTICS AND TONICOLOGY. 8th

ed. W. B. Saunders Co., Phil., 1957.

Richard D. Tonkin—THE STORY OF PEPTIC
ULCER. W. B. Saunders Co., Phil., 1957.

John Evarts Tracy—THE DOCTOR AS A WIT-
NESS. W. B. Saunders Co.. Phil.. 1957.

Martin G. Vorhaus— THE CHANGING PA-
TIENT-DOCTOR RELATIONSHIP. Horizon

Press. N.Y.. 1957.

Fellows of the Society have given the follou'ing

items:

From Herbert H . Armington, M.D.: 13 volumes.

From Harold G. Colder, M.D.: 57 volumes.

From John E. Donley, M.D.: Louis Chauvois

—

WILLIAM HARVEY. His life and Times: His

Discoveries: His Methods. Foreword by Zachary

Cope. Hutchinson Medical Publications. Lond..

1957.

: Geoffrey Keynes

—

THE PERSONALITY OF WILLIAM HAR-
VEY. The Linacre Lecture Delivered at St. John’s

College. Cambridge, on 6th May. 1949. Cambridge.

1949.

From David J. Fish, M.D.: medical journals.

From Seebert J . Goldozvsky, M.D. & Mr. David C.

Adelman—Rhode Island Jewish Historical Notes,

v. 2. #3, December 1957, containing Dr. Goldow-

skv’s article JEWS IN MEDICINE IN RHODE
ISLAND.
From Russell P. Hager, M.D.: Aristotle (pseud.)

-COMPLETE MASTER-PIECE, In Three

Parts
;
Displaying the Secrets of Nature in the Gen-

eration of Man . . . 30th ed., Lond., 1766.

: Charles J. Hempel

—

THE HOMOEOPATHIC DOMESTIC PHY-
SICIAN. N.Y., 1846.

: O. S. & L. N. Fow-
continued on page 284
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Yellow applicator and cakes are effec-

DOAK PHARMACAL CO., INC.

tive where excessive oiliness exist,

when maximum peeling and drying

is desired. In addition to bithionol,

cakes also contain 2% colloidal sul-

fur and 2% salicylic acid.

295 Madison Avenue, New York 17, N. Y.

n

e

w

Wherever you go

forget your telephone

calls. We#
ll take them

for you, day or night.

MEDICAL BUREAU
of the

Providence Medical Association



284 RHODE ISLAND MEDICAL JOURNAL

for "the butterfly stomach’

ym

Pavatrine® with Phenobarbital
125 mg. 15 mg.

• is an effective dual antispasmodic

• combining musculotropic and neurotropic action

with mild central nervous system sedation.

dosage: one tablet before each meal and at bedtime. SEARLE

ON THE MEDICAL LIBRARY BOOKSHELVES
continued from page 282

ler—THE ILLUSTRATED SELF-IXSTRUC-
TOR IX PHRENOLOGY AND PYSIOLOGY.
X.Y.. 1852.

: R. Brookes—THE
GENERAL PRACTICE OF PHYSIC: . . . 6th

ed., v. 2 only. Lond.. 1771.

From W alter S. Jones, M.D.: 5 issues of OB-
STETRICS AND GYNECOLOGY, completing

3 vols. and making our file almost complete.

From A. Lloyd Lagerquist, M.D.: medical jour-

nals.

From Lezeis B. Porter. M.D.: 24 volumes and med-
ical journals.

From Charles Potter. M.D.: 20 volumes.

From F. Ronchese, M.D.: VOCATIONAL
TRAINING AND REHABILITATION OF
EXCEPTIONAL CHILDREN. Proceedings of

the 1957 Spring Conference of the W oods Schools

. . . Langhorne, Pa., 1957.

: medical journals and

book catalogues.

Other Gifts zvere:

From the Heirs of Ernest H . Brownell: a copy of a

miniature of Pardon Brownell, M.D., a letter and

papers belonging to him.

From Mrs. Frederick Freese: 7 volumes of the

AMERICAN JOURNAL OF NURSING.
From the Providence Child Guidance Clinic: med-

ical journals.

From the R. I. Department of Social Welfare:

medical journals.

From the V. S. Xaval Hospital: medical journals.

Catholic Hospital Association—ETHICAL AND
RELIGIOUS DIRECTIVES FOR CATHOLIC
HOSPITALS. 2nd ed. St.L.. 1957. Gift of the Rev.

John J. W'alsh.

Ciha Foundation—COLLOOL IA ON ENDO-
CRINOLOGY. vol. 1 1. Hormones in Blood. Little.

Brown & Co., Bost.. 1957.

Ciha Pharmaceutical Products. Inc.—SERPASIL.
In Hypertension. As a Bradycrotic Agent. In Anx-
ietv-tension States and Related Disorders. In Psy-

chiatry. Summit. X.J. Gift of Mr. Morton Saun-

ders.

FLUORIDATION. Library File Box. Containing

a Collection of 21 Reprints of Papers on the Tech-

nical Aspects of . . . v.p.. v.d. Gift of the Depart-

ment of Health. Education, and Welfare. Regional

Office II, X.Y.

Ford Foundation — ANNUAL REPORT. 1957.

Gift of the Foundation.

Lakeside Laboratories. Inc. — CLINICAL
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NORMS (1957 Revision). Milwaukee, 1957. Gift

of the Laboratories.

Massachusetts Medical Society— DIRECTORY
OF THE OFFICERS AND FELLOWS ... as

of July 1. 1957. Bost., 1957. Gift of the Society.

New York Academy of Sciences—CELLULAR
BIOLOGY, NUCLEIC ACIDS AND VI-

RUSES by Various Authors, v. 5, 1957. Gift of

the National Foundation for Infantile Paralysis.

THE PETER T. BOHAN MEMORIAL LEC-
TURES ON MEDICINE. First Series. Univer-

sity of Kansas Press, Lawrence, 1957. Gift of Mrs.

Bohan.

Maxwell C. Raddock — PORTRAIT OF AN
AMERICAN LABOR LEADER: WILLIAM
L. HUTCHESON. American Institute of Social

Science, Inc., N.Y., 1955. Gift of the Institute.

R. I. Department of Health. Division of Vital Sta-

tistics — VITAL STATISTICS 1956. 2 copies.

Gift of the Department of Health.

Rockefeller Foundation—ANNUAL REPORT,
1956. N.Y., (1957). Gift of the Foundation.

Ross Pediatric Research Conference, 24th, PSY-
CHOLOGICAL IMPLICATIONS OF CUR-
RENT PEDIATRIC PRACTICE. Columbus,
Ohio, 1957. Gift of Ross Laboratories.

Ross Pediatric Research Conference, 25th, CON-
SCIOUSNESS AND THE CHEMICAL EN-
VIRONMENT OF THE BRAIN. Columbus,
Ohio, 1958. Gift of Ross Laboratories.

TRANSACTIONS OF THE AMERICAN AS-
SOCIATION OF GENITO-URINARY SUR-
GEONS, vol. 49, 1957. Gift of the Association.

TRANSACTIONS OF THE ASSOCIATION
OF AMERICAN PHYSICIANS, vol. LXX,
1957. Gift of the Association.

TRANSACTIONS OF THE SOUTHEAST-
ERN SECTION OF THE AMERICAN URO-
LOGICAL ASSOCIATION, April 7-11, 1957.

Gift of the Association.

TRANSACTIONS OF THE WESTERN SEC-
TION OF THE AMERICAN UROLOGICAL
ASSOCIATION, v. 24, 1957. Gift of the Asso-

ciation.

Borden S. Veeder^PEDIATRIC PROFILES.
Repr. from the J. Pediat. Nov., 1954-Nov., 1957.

C. V. Mosby Co., 1957. Gift of the Journal of

Pediatrics Fund, C. V. Mosby Co.

OFFICERS INSTALLED FOR 1958-59

concluded from page 272

from 1949 to 1953 when he was named treasurer.

A native of Providence, Doctor Garside was
graduated from Classical high school and Brown
University, and he completed his medical school

work at Harvard. He was formerly on the Rhode
Island Hospital staff, and currently is assistant

gynecologist at St. Joseph’s Hospital, and a mem-
ber of the active surgical service at Our Lady of

Fatima Hospital.

Doctor Garside has been a member of the board

of examiners in medicine for the State of Rhode
Island since 1954.

Standing Committee Chairmen

Eight major committees, designated as Standing

Committees and whose personnel is selected by the

House of Delegates, were elected and officially in-

ducted at the annual session. The following were

named as chairmen of these committees : Industrial

Health, Doctor Stanley Sprague of Pawtucket

;

Library, Doctor Irving A. Beck of Providence;

Medical Defense and Grievance, Doctor Earl F.

Kelly of Pawtucket
;
Medical Economics, Doctor

John F. W. Gilman of Providence; Publications,

Doctor John E. Donley of Providence; Public

Laws, Doctor James H. Fagan of Providence;

Public Policy and Relations, Doctor Arnold Porter

of Providence
;
Scientific Work and Annual Meet-

ing, Doctor Alex M. Burgess, Sr., of Providence.

The complete list of the Standing Committee is

published on page 242 of this issue of the Journal.

Curran & Burton, Inc.

INDUSTRIAL
AND WHOLESALE

COAL OIL
17 CUSTOM HOUSE STREET

PROVIDENCE, R. I.

DExter 1-3315

Butterfield's

DRUG STORE
Corner Chalkstone & Academy Aves.

ELMHURST 1-1957
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BOOK REVIEWS

DISEASES OF THE HEART by Charles K.

Friedberg, M.D. W. B. Saunders Co., Phil.

1956. Second Edition. S18.00

Modern cardiology and its subdivisions has. in

the past few years, become an extreinelv extensive

and complicated subject. Xot only has the general

pool of knowledge increased geometrically, but old

knowledge has had to be re-evaluated in light of

data made available by newer and rather compli-

cated techniques. Segments of cardiology previ-

ouslv considered insignificant from a practical,

clinical, point of view (such as the precise func-

tional and anatomic evaluation of congenital car-

diacs. heart surgery, etc.) can no longer be ignored.

Any book on cardiology, therefore, which claims

to be in any way comprehensive poses a monumental

task. The problem is how to make the book compre-

hensive. authoritative, readable and not too large

in size. Dr. Friedberg has accomplished this task

very well.

His book is divided into several sections. Part

one deals with graphic methods of cardiac examina-

tion. Roentgenologic examination of the heart,

electrocardiography, vectorcardiography, the bal-

listocardiogram. phonocardiogram and the tech-

niqes of cardiac catheterization are discussed in a

general way giving an over-all view of technical

matters and what may be learned by their applica-

tion. The major facts are well summarized.

Part two deals with circulatory failure and is a

very sound discussion of basic cardiac physiology

in health and disease.

Part three deals with the cardiac arrythmias in

conventional fashion. While adequate, it would be

of greater value if more amply illustrated with

electrocardiograms.

Part four deals with diseases of the coronary

arteries and coronary heart disease. This is a su-

perb discussion of the available knowledge in this

large field of clinical heart disease.

Part five deals with structural abnormalities of

the heart including the pericarditides. myocardi-

tides and disease of obscure etiology. The discus-

sion is very thorough and up to date. The classical

clinical syndromes are well described and patho-

logic physiology is constantly stressed.

Part six deals with etiologic forms of heart dis-

ease. This is, again, a very complete and excellent

review.

Part seven deals with special problems in heart

disease including pregnancy, surgical procedures

in a cardiac patient, and insurance and medico-legal

problems in cardiac disease. Though general and

rather brief this discussion is supplemented In-

detailed references.

In summary, then, the book is truly encyclopedic.

The text is as brief as is consistent with complete-

ness. The utility of the book is greatlv enhanced In-

detailed references covering the points made. The
text is entirely modern in tone without impairing

clinical descriptions. One is impressed by the over-

all physiologic approach, and it is noteworth}- that

in his discussions the author has a commendable

tendency to summarize the experimental and clini-

cal evidence for his statements. Certainly, the hook-

can be very highly recommended and is clearly one

of the best general texts of cardiology at the pres-

ent time.

Max Bloom, m.d.

HOSPITAL ACCREDITATION REFER-
ENCES by the Joint Commission on Accredita-

tion of Hospitals. American Hospital Associa-

tion. Chic. 1957. S3.25

In June 1956. Doctor Stover's report of the find-

ings of his “Committee to Review Functions of

Joint Commission on Accreditation of Hospitals’’

was approved by the House of Delegates of the

American Medical Association and later was pub-

lished in the Association Journal. One of the con-

clusions drawn by the Stover Committee from an

objective study of the functions of the Joint Com-
mission was that accreditation of hospitals should

be continued under the auspices of the Joint Com-
mission on Accreditation of Hospitals but recom-

mended that in the future the Joint Commission

have its own staff of surveyors, and that the Coun-

cil on Medical Education restrict the activities of its

field staff to the survey and evaluation of graduate

educational programs.

Since publication of the “Stover" report there

has been a wider acceptance by physicians and hos-

pitals of the functioning of the Joint Commission.

This handbook is an orderly compilation of the

requirements, recommendations and interpretations

relating to the standardization of hospitals by the
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Joint Commission which is concerned primarily

witli “the organizational and administrative aspects

of the hospital, and with the professional activities

of the medical staff.” The book is directed pri-

marily to the hospital administrator who is respon-

sible for the completion of the detailed and diverse

data needed during a survey by the field staff of the

Commission. As a general rule, such an appraisal

and evaluation is made of each hospital at two or

three year intervals.

Although the book discusses the basic principles

necessary for initial accreditation and subsequent

maintenance of that status, there are chapters of

interest to every physician who holds a hospital

staff appointment. Some of these include Medical

Staff Organization, Medical Staff Membership and

Medical Staff Responsibilities, as well as chapters

outlining survey data which the hospital must sub-

mit concerning the Departments of Medicine, Sur-

gery, Anesthesia, Obstetrics, General Practice,

Out-patient, Dentistry, Rehabilitation and Nursing.

As its title implies, this is a reference book. At
least one copy should be in every hospital’s library

where it will be readily available for careful review,

especially when making preparations for the next

visit of the Commission’s field representative to

the hospital.

Henry McCuskf.r, m.d.

THE ESSENCE OE SURGERY by C. Stuart

Welch and Samuel R. Powers, [r. W. P>. Saun-

ders Co., Phil., 158. $7.00

This delightful volume of 297 pages, is truly a

distillation from centuries of surgical experience.

It presents to the reader, the concepts and methods

of essential value in the modern practice of the art

of surgery.

Part I deals with the background of surgery. The
historical threads are followed from antiquity,

through the middle ages, and the renaissance up to

modern times. The climactic beginnings of anaes-

thesia, antisepsis, roentgenology and blood trans-

fusion are dealt with. As practiced to-day, the

authors stress surgery as a separate discipline of

medicine, as “the art and science of the care of the

injured.” The term “injured” is used in its broad

meaning. But does the management of acute injury

delineate the surgeon’s sphere? A person stricken

with sudden coronary occlusion is acutely injured

and cast into a state of shock not unlike that which

may follow a bullet wound of the aorta or intes-

tinal obstruction. To fence the realm of any art is

difficult if not impossible. Nevertheless, for teach-

ing, such delineation is useful; the authors are to

be commended for their style and method of

presentation.
concluded on next page

Doctors, too, like “Premarin”

The reasons are fairly simple. Doctors

like “Premarin,” in the first place, be-

cause it really relieves the symptoms of
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Part II deals with the major surgical injuries

due to loss of body tissue, loss of body fluids and
infection. Wound healing, the factors influencing

its course and the general principles of treatment,

are clearlv considered. Fluid and electrolyte dis-

tribution, exchange, and conservation—their role

in shock, in surgical patients, and specifically in

burns—are nicely explained. Tbe principles of pre-

operative and post-operative care are fullv dis-

cussed. Tbe resuscitation of the injured patient

from shock and hemorrhage, the elective surgical

patient, the care of the operative wound, system

complications and prophylactic rehabilitation are

wisely considered.

Part III deals with operative surgery. It contains

chapters on surgical technique, extirpative sur-

gery, reconstructive surgery and so-called physi-

ologic surgery. A chapter on anesthesia, by Doctor

T. Gerard Converse completes the book.

Eske Wixdsberg, m.d.

DIABETES AS A WAY OF LIFE by T. S.

Danowski. M.D. Coward-McCann, Inc.. X.Y.,

1958. $3.50

As a practicing diabetic for more than twenty-

five years it was a pleasure to read Doctor Danow-
ski’s book Diabetes as a Way of Life.

Actually, the title is somewhat misleading as,

obviously, no one picks diabetes as a way of life,

but once it occurs the patient must make it his way
of life in order to survive.

Since the control of diabetes is a combination of

the patient flying by the seat of his pants in his

day-by-day living and guidance by the expert opin-

ions and advices of doctors and clinics, this book

should prove helpful. It is not a cure-all—nor is it

in any manner intended to be one. Doctor Danow-
ski 's reasons for writing tbe book sum it up very

nicely

:

“The chapters which follow are designed to pro-

vide the diabetic and bis family with facts, all of

the facts, as they are available today. The reasons

for and against each item of behavior are given

as freely as they can be conveyed to you. because

in the last analysis the most important factor, the

indispensable ingredient, in regulation is the in-

telligent acceptance of diabetes as a way of life."

Doctor Danowski has commented on the three

major approaches to the control of diabetes
; ( 1 ) all

out effort to keep the blood and urine sugar levels

as close to normal as possible, (2) emphasis upon

keeping the patient free of the symptoms of dia-

betes, and tbe last, middle-of-the-road program is

advocated to keep tbe patient as well regulated as

possible without running tbe risks of insulin re-

actions and without imposing burdensome restric-

RHODE ISLAND MEDICAL JOURNAL
tions. Obviously, only a qualified doctor, upon
careful study of his diabetic patient, should decide

which program is best.

Since even the day-by-day existence of a diabetic

is full of variables (i.e. the effects of extra exer-

cise. emotional stress, or the common cold) the

more completely the diabetic understands his own
situation and is able to competently think out the

solutions to his problems, the happier and better off

be will be. Again, in this respect. Doctor Danow-
ski’s book is of great value.

In tbe many restrictions, requirements and ad-

justments facing the new diabetic, this book will

give real meaning to these words written by a dia-

betic : “If we are alert to the do's, we won’t have
time or the desire to worry about the don’ts.” In

other words, Diabetes as a Way of Life is a

positive, encouraging approach to diabetes for both

patient and doctor.

John C. Sage

LEIOMYOMA OF THE PROSTATE
concluded from page 265

removed on the eighth post-operative day. Patient

voided well and the urine was clear.

Discharged 8/18/57. The patient was checked

periodically and there have been no complaints.

SUMMARY
A case of leiomyoma of the prostate in an eighty-

seven-year-old man has been presented. An intra-

vesical tumor was revealed. The tumor was re-

moved by suprapubic prostatectomy. The patient

has been checked periodically and there has been

no recurrence.
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EFFECTIVE AGAINST A WIDE RAK

CHLOROM'
COMBATS MOST CLINICALLY IMPORTANT PATHOGENS

In vitro studies continue to show that a wide variety of gram-

positive and gram-negative microorganisms are highly sensitive to

CHLOROMYCETIN (chloramphenicol, Parke-Davis ).
1 '9

Clinically, CHLOROMYCETIN “...has proved to be a particularly

valuable agent in urinary tract infections,” where it is often effective

against microorganisms resistant to other antibiotics .

10 Among other

infections against which CHLOROMYCETIN has produced excellent

response are severe staphylococcal wound infections
,

5 Hemophilus

influenzae 11 and Hemophilus pertussis12 infections, and dysenteries

caused bv salmonellae and by shigellae .

12

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyserasias

have been associated with its administration, it should not be used indiscriminately or for

minor infections. Furthermore, as with certain other drugs, adequate blood studies should

be made when the patient requires prolonged or intermittent therapy.
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For Speedier Return to Normal Nutri

and the Protein Depletion

of Severe Infectious Disease

^Recovery from severe infectious processes entails more

than emergence from the effects of the causative agent.

The semistarvation, the inactivity, the suppression of

physiologic activity must all be corrected as rapidly

and thoroughly as can be tolerated by the patient.

Return to normal nutrition can be speeded by an

easily digested diet high in top quality protein and

vitamin-mineral components.

Lean meat serves several purposes in such a program:

It supplies easily digested protein of highest biologic

quality for rapid re-establishment of nitrogen balance;

it provides the gamut of B vitamins as well as certain

minerals important to sound nutrition, and it brings

appetite-stimulating flavor to meals, a consideration not

to be underestimated in the psychic rehabilitation of

appetite.

The nutritional statements made in this advertisement
have been reviewed by the Council on Foods and Nutri-

tion of the American Medical Association and found
consistent with current authoritative medical opinion.

American Meat Institute
Main Office, Chicago. ..Members Throughout the United States

JOURNAL

t i o n



BPMI

june, 1958 291

CARDIAC CLINIC
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'

I

“Remember him? Used to need injections every
week . Since he takes Neohydrin he only comes
once a month for check-ups.”

oral

organomercurial

diuretic

TABLETNEOHYDRIN 9

Prescribe NEOHYDRIN (brand of chlormerodrin) in bottles of 50 tablets.

There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea,

equivalent to 10 mg. of non-ionic mercury,

in each tablet.



292 RHODE ISLAND MEDICAL JOURNAL

versatile dermatotherapy

for JUNIOR and SENIOR citizens

in pediatrics
Desitin Ointment is

unequalled in preventing

and clearing up diaper rash,

excoriation, irritation,

chafing.

in geriatrics
an incomparable protectant

and healing agent against

excoriation due to incon-

tinence; senile pruritus,

excessive skin dryness.
Write for samples and literature

DESITIN CHEMICAL COMPANY
812 Branch Ave., Providence 4, R. I.
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By proper planning, the fortunes of men can by-pass

chance, outlast the vagaries of time and endure for generations

Getting into the swing of things!
The secrets to success on the fairway are good

form and the ability to relax. This doctor didn’t

become proficient overnight — golf requires plenty

of forethought and constant practice. By the same
token . . . providing his family with security and
protection was no easy matter. It took considerable

planning and preparation.

This doctor solved his problem when he estab-

lished a Living Trust. It not only provides adequate

financial protection for his family but also serves

as his retirement pension fund. Utilizing both life

insurance and securities, a Living Trust is easily

tailored to meet individual requirements.

Why not investigate these benefits yourself? Con-

tact any Trust Department officer at 15 Westminster

Street, Providence or the manager of the Hospital

Trust office nearest you.

New England's

Oldest Trust Company

Founded in 1867

Member Federal Reserve System • Federal Deposit Insurance Corporation

OFFICES IN PROVIDENCE • CRANSTON • EAST GREENWICH • EAST PROVIDENCE • NEWPORT • PAWTUCKET • WAKEFIELD • WOONSOCKET
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PkifdlcUucd Se’wicc Ctow . .

.

For better administration of claims and payments by Physicians

Service, YOUR HELP is needed.

Here are some ways to assist in clearing claims promptly:

1. Ask your patient if he belongs to Physicians Service on bis first visit

to yon.

2. Do not advise a patient be is covered under Physicians Service unless

YOU ARE CERTAIN.

Every subscriber is issued a blue identification card. Ask your patient

to show this card to you. and then note the identification number on

your records.

3. When submitting your claims be sure that the complete answer is

given to every question.

Full names, no abbreviations. Identification number of the subscriber.

Diagnosis. Code number from master schedule of indemnities to indi-

cate the procedure for which benefit is claimed. Name of assistant

surgeon and anesthetist.

4. File claims PROMPTLY in order that payments may not be delayed

to you or the subscriber.

Don’t wait until you have an accumulation of claims. Make daily

mailings, if possible.

RHODE ISLAND MEDICAL SOCIETY

PHYSICIANS SERVICE
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Combines Achromycin V with Nystatin

SUPPLIED:

CAPSULES contain 250 mg. tetracycline HC1
equivalent (phosphate-buffered) and 250,000

units Nystatin. ORAL SUSPENSION (cherry-

mint flavored) Each 5 cc. teaspoonful contains

125 mg. tetracycline HC1 equivalent (phos-

phate-buffered) and 125,000 units Nystatin.

Basic oral dosage (6-7 mg. per lb. body weight

per day) in the average adult is 4 capsules or

8 tsp. of Achrostatin V per day, equivalent

to 1 Gm. of Achromycin V.

LEDERLE LABORATORIES DIVISION. AM
Trademark tReg.U. S. Pat. Off.

(i-nriMBtlfi

Achrostatin V combines Achromycin+ V
... the new rapid-acting oral form of Achromycin!
Tetracycline . . . noted for its outstanding

effectiveness against more than 50 different infections

. . . and Nystatin ... the antifungal specific.

Achrostatin V provides particularly effective

therapy for those patients prone

to monilial overgrowth during a protracted course

of antibiotic treatment.

ERICAN CYANAMID COMPANY. PEARL RIVER. N. Y.

I
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Unexcelled
advantages

relaxes both mind
and

muscle

without

impairing mental

or physical

efficiency

Miltown
2-methyl-2-n*propyl 1,3-propanediol dicarbamate

Tranquilizer with muscle-relaxant action

The original meprobamate, discovered and
introduced by ^/'WALLACE LABORATORIES

New Brunswick, New Jersey

CM- 6930
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ACHROMYCIN-V
Tetracycline and Citric Acid Lederle

A Decision of Physicians

When it comes to prescribing

broad-spectrum antibiotics, physicians

today most frequently specify

Achromycin V.

The reason for this decided preference

is simple.

For more than four years now, you and

your colleagues have had many

opportunities to observe and confirm

the clinical efficacy of Achromycin

tetracycline and, more recently,

Achromycin V tetracycline and

citric acid.

In patient after patient, in diseases

caused by many invading organisms,

Achromycin achieves prompt control

of the infection—and with few

significant side effects.

The next time your diagnosis calls for

rapid antibiotic action, rely on

Achromycin V— the choice of

physicians in every field and specialty.

LEDERLE LABORATORIES
a Division of

AMERICAN CYANAMID COMPANY
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Off 10 A strong START VNTH

Happy Jeanette, aglow with health,

is a Baker's Blue Ribbon Baby.

Doctor, your dietary decision can build Blue

Ribbon babies. The baby who wins the blue

ribbon is the one whose doctor—no one else

—

selects its formula.

MODIFIED MILK
A complete formula in liquid and powder form

prepared exclusively from Grade A Milk

BAKER’S MODIFIED MILK BUILDS BLUE RIBBON BABIES

• A complete, balanced uniform for-

mula.

• Convenient and easy to prepare

—

simply add water.

• Made from milk of outstanding
purity.

• Provides adequate amounts of all

known essential vitamins plus much-
needed iron.

• Butterfat replaced by easily digested
vegetable oils.

• Twice homogenized for better di-

gestion and absorption.

• Helps doctor control infant’s formu-
la longer. Advertised to the medical
profession only.

• Economical to use—eliminates need
for additional vitamins and iron.

FURNISHED GRATIS TO HOSPITALS FOR NURSERY USE
Available in drug stores

OTHER PRODUCTS—VARAMEI a scientifically formulated

evaporated milk product prepared exclusively from Grade A Milk

Normal Dilutions

Liquid Form-1 II.
oz.milktolfl.oz water

Powder Form— 1 Tbsp. powder to 2 \\. oz.

water

20 calories per ounce

Laboratories, Inc. • Cleveland 3. Ohio

Milk Products Exclusively for the Medical Profession



13. Sulzberger, M. B.: New York J. Med. 5S

14. Robinson, H. M., Jr.; Robinson, R. C,

Cohen, M. M.: U.S. Armed Forces M. J

15. Canizures, O.; Shatin, H., and Rosenb
Med. 55:3583, 1955.

16. Sternberg:, T. H., and Newcomer, VV
Treat. 0 : 1 102, 1955.

17. Baer, R. L.: J. M. Soc. New Jersey

18. Lane, C. W. : Postgrad. Med. 48:218, ll

19. Goldman, L., and Preston, R.: “Metii

son Ivy Dermatitis, to be published.

20. Mathewson, J. B.: New York J. Med.

21. Noojin, R. O.:,South. M. J. 4.9:149, 19i

22. Goldman,. JUj; Flatt, R., and Baske'
25:75,

23. Frank,

24. Mullif|j

H. M
25. Weidroi

79:58,

Meti-Derm Cream 0.5 f

Neomycin, 10 Gm, tubes.

an

IE, original

iBLIOGRAPHV

(1) Noojin, R. 0.: South. M. J.

452:1379, 1956. (3) Goldman, 1,.; Flat

25:75, 1955. (4) Frank, L., and Stritzk

(5) Robinson, R. C, V., and Robinson

(6)

igc of all

hg— with

systemic al

t heavy

ling indefi

WANTED
BY ALL DERMATOLOGISTS
A TOPICAL “METI”STEROID PREPARATION FREE

FROM UNWANTED SENSITIZATION POTENTIAL

approximately

potency of topi.

no edema and

provides Me ti|

form, .reported

to be the most <

steroid therapy

* "sctive local relief

ivy dermatitis or

ruritus—

w

gram of v

of predn

of prej

e, * brand <

NAME
METI-DERM CREAM 0.5%

DESCRIPTION 5 mg. prednisolone, free alcohol, in each

gram-nonstaining, water-washable base-
exerts a therapeutic effect in presence of an

exudate without being occlusive.

supplied: 10 Gm. tube.

Meti — T.M — brand of corticosteroids.

SCHERING CORPORATION • BLOOMFIELD, NEW JERSEY

prednisolone, free alcohol, in a water-washable base.
S i

RONGEST I

4

PACKAGING: Meti-Derm Cream 0 .5%, 10 Gm. tube.

“MET I”STEROID—PLUS? A
WHEN SCRATCHING ' £|

Meti-Derm m
M IN TOPICAL CREAM Meti-Derm Cream eif

intiallergic action in the affected area. No system®
i, edema and weight gain, have been reported wit!

STENS RECOVERY After local application of
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DRINK

The purity, the

wholesomeness,

the quality of

Coca-Cola as

refreshment has helped

make Coke the

best-loved sparkling

drink in all the world.

Therapy for the menopause syndrome
should relieve not only the psychic

instability attendant the condition, but

the vasomotor instability of estrogen

decline as well. Though they would have

a hard time explaining it in such medi-

cal terms, this is the reason women
like “Premarin.”

Doctors, too, like “Premarin,” because

it really relieves the symptoms of the

menopause. It doesn’t just mask them —

it replaces what the patient lacks —

natural estrogen.

“PREMARIN”
conjugated estrogens (equine)

Ayerst Laboratories New York 16, New York • Montreal, Canada
5840



Raise the Pain Threshold

intensified codeine effects with

control of adverse reactions.

It renders unnecessary (or postpones)

the use of morphine or addicting

synthetic narcotics, even in

many cases of late cancer.

Three Strengths —
PHENAPHEN NO. 2
Phenaphen with Codeine Phosphate V* gr. (16.2 mg.)

PHENAPHEN NO. 3
Phenaphen with Codeine Phosphate V2 gr. (32.4 mg.)

PHENAPHEN NO. 4
Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.)

Also —
PHENAPHEN In each capsule

Acetylsalicylic Acid 2V2 gr. . (162 mg.)
Phenacetin 3 gr (194 mg.)
Phenobarbital Vi gr (16.2 mg.)
Hyoscyamine sulfate (0.031 mg.)

corns
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA

Ethical Pharmaceuticals of Merit since 1878
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strengths

new
PANTHO-F 0.2% cream
0.2% hydrocortisone with 2% pantothenyiol

PANTHO-F 0.2% provides less costly treatment of extensive skin

areas, or when therapy is long continued . . ,

regular

PANTHO-F cream
1% hydrocortisone with 2% pantothenyiol

PANTHO-F regular for the more severe and more stubborn dermatoses ,

.

. .
.
provide the dramatic anti-inflammatory action of hydrocortisone

(free alcohol) plus the notable antipruritic, healing power of

pantothenyiol, in water-miscible, pleasant cream base

both PANTHO-F 0.2% ...and PANTHO-F regular

eczemas
(infantile, lichenified, etc.)

dermatitis
(atopic, contact, eczematoid)

neurodermatitis

pruritus ani

pruritus vulvae

lichen chronicus simplex

PANTHO-F 0.2% in tubes of 15 Gm. and 2 oz.; 1 lb. jars.

PANTHO-F (regular) in 5 Gm. and 20 Gm. tubes.

Samples and literature on request.

u. s. vitamin corporation • pharmaceuticals
(Arlington-Funk Laboratories, division) • 250 East 43rd Street, New York 17, N. Y.
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ANTIBIOTIC • ADSORBENT • DEMULCENT • ANTISPASMODIC

Diarrheas due to neomycin-susceptible pathogens

are effectively treated by the highly efficient in-

testinal antibiotic in Donnagel with Neomycin,
whose other ingredients serve to control toxic, ir-

ritative and emotional causes. Result: Early re-

establishment of normal bowel function.

SUPPLY: Bottles of 6 fl. oz.

ALSO AVAILABLE: Donnagel, the original formula, for

use when the antibiotic component is not indicated.

Bottles of 6 fl. oz.

r '

:

:

Each 30 cc. (1 fl. oz.) of the comprehensive formula

of DONNAGEL WITH NEOMYCIN contains:

Neomycin sulfate 300 mg.
(Equal to neomycin base, 210 mg.)

Kaolin (90 gr.) 6.0 Gm.

Pectin (2 gr.) 142.8 mg.

Dihydroxyaluminum aminoacetate 0.25 Gm.

Hyoscyamine sulfate 0.1037 mg.

Atropine sulfate 0.0194 mg.

Hyoscine hydrobromide 0.0065 mg.

Phenobarbital (!4 gr.) 16.2 mg.
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NEW
Dramamine-D

brand of dimenhydrinate with dextro-amphetamine sulfate

EFFECTIVELY TREATS THE NAUSEA AND

KEEPS THE PATIENT ALERT

SEARLE

When prescribing an antinauseant and

drowsiness is undesirable, Dramamine-D

alleviates1 '6 the nausea yet keeps the

patient alert.

Dramamine-D is available on

prescription only.

Each scored, orange tablet of Dramamine-D

contains 50 mg. of Dramamine and 5 mg. of

dextro-amphetamine sulfate.

References:

1. Arner, O., and Others: Nord. med. 55:1346 (Sept. 12) 1957.

2. Wilner, S.: Canad. M. A. J. 77:199 (Aug. 1) 1957.

3. Bruner, J. M. R. : U. S. Armed Forces M. J. 6:489 (April) 1955.
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5. Wendt. G. R., and Cameron, J. S.: Personal communication, Jan. 4, 1955.
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The First Murray S. Danforth Oration

SOME PROBLEMS IN THE TREATMENT OF

TRAUMATIC DISLOCATION OF THE HIP*

Carl E. Badgley, m.d.

NO. 6

The Author. Carl E. Badgley, M.D., of Ann Arbor,

Michigan. Professor of Surgery, in charge of Ortho-

pedics, University of Michigan; former President,

American Academy of Orthopedic Surgeons.

'T'he establishment of the Annual Murray S.

Danforth Oration creates a living memorial

which will grow to he of ever increasing value over

the years. I greatly appreciate the honor extended

to me to initiate these lectures.

I knew Murray Danforth personally, but not

intimately. Yet, he played an important part in the

development of our age group of the then younger
orthopaedic surgeons. The stimulus, the drive, the

motivation for clinical research was presented to

us all by the clinical accomplishments gained from
the keen observations of this eminent clinician. Un-
attached to academic stimulus, remote from the

research laboratories, he made profound funda-

mental conclusions from his clinical studies.

His correlation of the clinical findings in sciatica

with the anatomical facts led to the true concept of

the localization of the etiology of the syndrome. The
later discovery of the ruptured nucleus pulposus

only serves to verify the importance of this study.

His clinical skepticism of the cures for apparent

tuberculosis of the hip joint seen in his early days

in Providence led him later to the outstanding con-

tribution for the treatment of Legg-Calve-Perthes

disease.

It is fitting, therefore, to select a clinical study

for this first Murray S. Danforth lecture. Title:

Some Problems in the Treatment of Traumatic
Dislocation of the Hip.

Traumatic dislocation of the hip has interested

surgeons from the beginning of the history of medi-

cine. Originally, the simple traumatic dislocations

were the primary subjects of discussion. Autopsy
studies and anatomical experiments in the early

days were the prime factors in analyzing these

Presented at Rhode Island Hospital, Providence, Rhode
Island, November 7, 1957.

Credit to William J . West, M.D., for aid in obtaining clini-

cal material and organization is here extended.

problems. The classical work of Bigelow, Allis,

Stimson and others, remains as important today as

in their own day.

In more recent years, traumatic dislocation of

the hip has become an increasing surgical problem.

The advent of the machine age with the high speed

of travel and the resultant multiplicity of automo-
bile and tractor accidents has led, not only to a

marked increase in the frequency of dislocation,

hut in the accompanying extensive multiple injuries.

Although the simple dislocations of today are still

rare, the fracture dislocations are relatively com-
mon.

Recent reports in the literature dealing with one

hundred or more cases from various clinics testify

to the frequency of the lesion. In our own experi-

ence covering three hospitals in suburban Detroit

area, The University Hospital and St. Joseph
Mercy Hospital in Ann Arbor and the W ayne

County General Hospital for greater Detroit, over

1 15 cases were seen and treated in five years.

In the past thirty-eight years, we have been par-

ticularly interested in traumatic dislocation of the

hip. Some of the interesting phases of the problem

of the traumatic dislocation of the hip will be dis-

cussed from our own clinical experience.

The development of surgery of the hip joint and
the great aid of visualization established by the

roentgenogram has added appreciably to the knowl-

edge of the true pathology of the lesion. The test of

time has been a great factor in the recognition of

the choice of therapy to utilize.

Classification

The ancients were content to use a simple classifi-

cation based upon the anatomical position of the

displaced head of the femur.

CHART I

Anatomical Class of Dislocations

I. Anterior

(A (Inguinal or pubic

(B) Obturator

II. Inferior

III. Posterior

307
continued, on next page
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(A) Ischial

(B) Iliac

IY. Central or intra-acetabular

These dislocations are not complicated by other

injuries but are actually true dislocations.

Although very useful in this rare group of simple

dislocations. Chart II is essential today with the

increased magnitude of damage. The primary rea-

son for the anatomical classification was for the

purpose of determining the proper methods of re-

duction. The characteristic deformities of dis-

located limb were the chief method of determining

which anatomical displacement the dislocation had

assumed. The reduction was then attempted ac-

cordingly.

I.

II.

III.

IV.

CHART II

Pathology of Dislocations

Simple—no fractures or nerve injury

Dislocation with fracture of the acetabular

rim

Fragments
(A) Minor'

(B) Major
Central acetabular fragments

Fracture dislocation of head of femur

(A) Foveal fractures

(B) Cervical fractures

(C) Comminuted head fractures

(D) Dislocation with fracture of neck,

trochanteric or shaft of femur

Today, the roentgenogram automatically demon-

strates the dislocation and allows readilv the diag-

noses which enable us to properly classify the type

of dislocation and the accompanying complications.

Growing experience has clarified more and more
the best method of treatment for the various com-

plications and dislocations.

Apparent Traumatic Dislocation of the Hip

in Infancy

It is probably worthwhile co accentuate that the

roentgenogram is still not always the certain

method of distinguishing the dislocations. W e have

RHODE ISLAND MEDICAL JOURNAL
accumulated about six cases of trauma at birth,

usually associated with a history of a breech deliv-

ery with version and extraction or some other type

of difficult labor. The doctor feels the hip displace.

The roentgenogram, however, shows no evidence of

fracture of the femur, but there is a definite upper

and lateral displacement of the ossified proximal

diaphvsis of the femoral shaft which, to the un-

aware, is diagnostic of dislocation of the hip. X rays

taken two weeks later, however, show the charac-

teristic diagnostic sign of this lesion so well recog-

nized many years ago by Truesdell. Extensive

calcification and ossification form like a mushroom
over the end of the femur. This ossification is

characteristic not of a dislocation, but. rather, of a

displacement of the upper cartilaginous portion of

the head, neck and trochanters of the infant femur

at the diaphyseal junction. Even with as bad a

deformity as the roentgenogram demonstrates,

usually a normal development of the hip will result.

In this case, at five years of age. the X ray shows
essentially a normal hip. In one of our cases, how-

ever. at eighteen months of age. the hip now has

the appearance of a coxa vara congenital type. This

may be ultimately completely corrected.

Thus, the knowledge of the potential for a car-

tilaginous detachment of the entire upper end of

the femur from the diaphvsis with the diagnostic

sign of extensive ossification ten to fourteen days

later and the strong probability of complete spon-

taneous repair has great significance. The diagnosis

of traumatic dislocation of the hip can be denied.

The prognosis presented is favorable.

Epiphyseal Separation Associated with

Dislocation of the Head of the Femur in Children

W e have accumulated over the years a series of

four cases in children and one adult with retarded

epiphyseal closure. In addition to a dislocation of

the hip with marked backward displacement of the

head, there has developed an epiphyseal separation

of the femoral head. The neck of the femur is in

every case in or near the acetabulum, the displaced

FIGURES la, lb, lc

a. Newborn infant. Apparent dislocation of hip, traumatic or breech delivery. Diaphysis rides high.

b. Fourteen days after birth demonstrates the excessive ossification about the superior diaphysis of the femur.
This is diagnostic of a separation of the cartilaginous upper end of femur at the diaphyseal junction.

c. Same case five years later. Spontaneous recovery with normal hip.
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head is markedly posterior to the acetabulum.

There is little in the literature concerning this

epiphyseal separation associated with dislocation

of the hip. Funston reported a twelve-year-old boy

with just such a picture. Successful restoration of

the head of the femur to the neck by means of an

ivory peg and then reduction of the dislocation was

followed later by an aseptic necrosis of the head.

Case Report

L.B., age fifteen. March, 1948. A 400-pound bale

of hay fell sixteen feet over lateral aspect right

thigh. The X rays show the upper and posterior

displacement of the completely separated upper

femoral epiphysis with the neck riding in the ace-

tabulum. The lateral view of the pelvis shows

clearly the marked posterior position of the freed

and displaced head. Open operation with replace-

ment of the head and fixation to the neck by Smith-

Peterson nail associated with reduction, held the

displaced head in position, but aseptic necrosis

developed rapidly with malformation of the head

and marked fixation of the hip.

Case Report

R.T., age . December, 1952. This boy was
run over by a tractor, suffering a very severe injury

to the hip. The deformity is best illustrated by the

lateral roentgenogram of the pelvis which demon-
strates the extensive displacement of the head pos-

teriorly. The neck points into the acetabulum.

Case Report

C.R., age two and one-balf. This boy was run

over by a loaded hay wagon and presented an iden-

tical roentgenogram. A colored photograph taken

at the time of operation clearly shows the marked
posterior position of the freely separated head of

the femur. The neck is in the acetabulum.

These cases demonstrate that this type of lesion

occurs only in children who have received an un-

usual forceful injury.

The pathology produced by such a tremendous

force is not only skeletal as we have described, but

there is extensive tearing of the capsule posteriorly

with damage to the main circulation of the hip.

The ligamentum teres is torn from the head. Thus,

all blood supply of the head is severely damaged.

Every reported case treated by fixation of the

head with reduction of the dislocation, has under-

gone almost complete loss of the head by aseptic

necrosis.

Experimental evidence by Harris with forceful

dislocation and epiphyseal separation in animals

shows that the epiphyses will survive if the epiphy-

seal line is obliterated so that the vascularity can be

established from diaphyseal bone to epiphyseal

bone. I don’t believe this has been tried clinically,

but is worth trying.

Anatomical Class of Dislocation

Dislocations of the hip in the adult without frac-

ture or severe nerve damage are regarded as simple

dislocations. These are the types of dislocations

referred to primarily in the ancient literature. They
still occur infrequently. The roentgenogram, today,

allows ready recognition of the type of lesion. Re-

duction under anesthesia, particularly if spinal
continued on next page

FIGURES 2a, 2b, 2c

a. Head of femur. Dislocation of the hip with an epiphyseal separation, neck apparently in the acetabulum.

b. Lateral of pelvis illustrates beautifully the displaced head against the sacrum, neck in the acetabulum.

c. Neck free of periosteum or soft tissue and in acetabulum. Freely stripped ilium in top of picture. White head
below ilium.
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FIGURES 3a, 3b, 3c

a. Obturator dislocation. There is a very minimal fracture fragment with the head which remained in the

obturator foramen after reduction. So it was regarded as a simple dislocation rather than fracture of head. The
lateral view of the pelvis shows the anterior obturator dislocation beautifully and the vacant acetabulum.

b. Demonstrates a sub-acetabular dislocation.

c. Posterior ischial dislocation.

anesthesia is available, is, today, relatively easy.

The reduction with hip flexion, using the adductor

tubercle as a guide of the location of the head is

the keynote in reduction. There are. however,

definite reasons for difficulty in the reduction of

these simple dislocations. We, therefore, usually

are prepared to do an open reduction if there is

difficulty in the closed procedure. This policy of

open operation has shown the following three ob-

stacles to reduction :

cussed or described to our knowledge. W e have

found this structure frequently damaged much as

the similar glenoid labrum of the shoulder is

injured in shoulder dislocations.

On one occasion, the head of the femur had dis-

located between an intact but partial detachment of

half of the glenoid labrum from the acetabular rim

and the ilium. Any manipulative attempt held the

head locked more securely in position by the taut-

ness of this structure. Only by cutting away the

split in capsule
(BUTTON HOLE EFFECT}

FIGURE 4

1. The dislocation of the head through a split

in the capsule so that the head is buttonholed out.

and the capsule wraps itself tightly around the

neck has been described many years ago. Under
open operation and inspection, the manipulation

tightens the capsule about the neck so the head

is locked outside and reduction is impossible un-

less the head can he returned into the capsule by

cutting the capsule sufficiently to free the head

and neck.

2. The damage to the glenoid labrum in trau-

matic dislocation of the hip has not been dis-

detached glenoid labrum could reduction be done

even under open observation.

In another case, the glenoid labrum had been torn

from the acetabular rim. but the head was freely

dislocated posteriorly. Reduction was blocked by

the detached portion of the glenoid labrum dis-

placed directly across the acetabulum. Here again,

the detached glenoid labrum was removed before

reduction could be made.

3.

Other soft tissue obstructions to reduction

of the simple dislocations have been recorded.

The sciatic nerve rarely may he displaced ante-
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riorly to the head. This must he a rare lesion as

we knowingly have encountered it only once in

all these years. Extensive motor and sensory

damage following manipulation would, of course,

result to the areas supplied by the sciatic nerve.

Examples of the Simple Traumatic Dislocation

of the Hip

CASE: Nendorf, W.G.H. #46897. This patient

illustrates an anterior obturator type of dislocation.

There is a minimal fracture of the head. The roent-

genograms demonstrate the great value of a lateral

view of the pelvis in the obvious absence of the

head in the acetabulum and localizing the displaced

head below and anterior to it.

CASE: Holm, UM #256352. This case presents

an unusual sub-glenoid rim displacement ante-

riorly.

CASE : Navarro, UM #660623. This case pre-

sents a posterior dislocation of the head, but still

on the rim of the acetabulum. ( Post-ischiatic type ?

)

FIGURE 6b

The rare bilateral dislocation with obturator disloca-

tion on the right. Fracture dislocation head of femur.
Posterior iliac dislocation.

years. Aseptic necrosis may occur in a few months

or may not present symptoms for several years

after injury. Every reduced dislocated hip should he

carefully watched by check-up clinical and roentgen

examinations to make certain this lesion is not de-

veloping. We have these patients return every three

months the first year and annually for several years

for check-up. Early recognition of the lesion might

prevent collapse of the head if the head is protected

by non-weight-bearing until new bone has a chance

to replace the avascular bone.

FIGURE 5b

Aseptic necrosis from simple dislocation at age fifteen.

Non-weight-bearing for a year after symptoms devel-

oped. Now has coxa malum, loose body under head,
degenerative arthritis. Fourteen years later, age twenty-
nine.

CASE : Newman, UM #868370, age fifteen, was
first seen in 1947, with a definitely established asep-

tic necrosis of the hip following a simple dislocation

a year before. He was placed on non-weight-bearing

for over a year. Since then, he has had relative

freedom from pain and discomfort until recently.

In April of 1957, he had minimal pain and dis-

comfort in the hip with limitation of motion, but

is now getting about unaided with fair comfort.

The roentgenograms in 1947, show the typical de-

pression in the weight-hearing area of the head with

narrowing of joint space and proliferation of bone

at the head and neck junction. The 1957 roentgeno-

grams show a suggestion of a loose body, a coxa

magnum development with diminished joint space

which is quite akin to an old Perthes disease. He
is still too free from pain to advise surgical therapy.

Foust, UM #599304. This case presents the un-

usual picture of a bilateral dislocation of the hips

with an anterior obturator dislocation of the right

hip and a posterior dislocation of the left hip with

a large fragment of the head remaining in the

socket. This severe bilateral lesion was the result

of a load of wood in a small truck crushing him
forward when he went into a ditch with his car.

The hips were readily reduced, but a vitallium cup

arthroplasty was later performed on the fracture

dislocation side without too great success.

Aseptic Necrosis

The simple dislocations of the hip do not present

much of a problem in reduction today. If a closed

reduction is not successful, an open reduction is

easily obtained. The chief complications of a simple

dislocation, however, must he feared for many

FIGURE 5a

McCowan, aseptic necrosis. Badgley fusion with
Badgley blade plate fixation.

CASE : McCowan, age thirty-two, UM #560454.

Simple dislocation, 1950. Aseptic necrosis, 1953.

This case, on the other hand, presents a typical

aseptic necrosis with areas of marked density and
continued on next page
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cystic-like areas associated with marked loss of

joint space. Shenton’s line is broken. This case was

treated by a method of fusion for the hip which we
have utilized satisfactorily for years. An intra-

articular excision of the cartilage to normal bleed-

ing bone is performed. The replaced head is then

fixed securely in the acetabulum by the Blade Plate.

The ilium is split anteriorly and the crest of the

ilium utilized as a bone graft, lies snugly within the

split ilium and a groove in the neck and shaft of the

femur. This technique is described in Campbell's

Surgery.

The frequency of aseptic necrosis after a dis-

location of the hip is difficult to state accurately. It

is a frequent complication, however. Reports vary

from 20% to 50%. It seems definite that the earlier

a reduction of a dislocated hip has been obtained,

the less chance there is of an aseptic necrosis. We
cannot subscribe to the teaching of a prolonged

period of non-weight bearing to prevent aseptic

necrosis. Rather, we feel that weight-bearing can

be established in reduced simple dislocations after

four to six weeks, but three month roentgenogram

check-ups are necessary. At the first indication of a

development of aseptic necrosis, non weight bear-

ing should then be instituted. Early bone graft to

improve the circulation of the head is still an ex-

perimental, unproved procedure.

Dislocations Associated with Fractures

It is of value to classify the dislocations asso-

ciated with fracture into various groups as an aid

in clarification of these complicated injuries. By
following the end results of various forms of ther-

apy employed in these groups, we may come to more
satisfactory methods of treatment of the individual

fracture dislocation. Quite recently, Epstein made
an extensive study of the fracture dislocations in

these groups. He has concluded surgery is advisable

early and much more frequently in the fractures of

the head of the femur than has been recognized in

the past.

Dislocation associated with a fracture of the

acetabular rim is a very common type of injury

today. It is chiefly the product of the automobile

with the flexed hip pushing directly backward on

the acetabulum as kinetic energy thrusts the trunk

and pelvis forward.

Experience shows it is essential to emphasize the

following features in this complicated lesion of the

acetabular rim.

1 . Importance of the glenoid labrum
2. The value of the pelvic lateral roentgenogram
3. Reduction by manipulation and maintained by

skeletal traction

(A) Return of the acetabular fragment

(B) Fragment not returned satisfactorily

4. Recurrence of dislocation

5. Operative reduction and fixation
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6. Sciatic nerve involvement

7. Aseptic necrosis. Traumatic arthritis

The glenoid labrum or the cotyloid ligament of

the acetabulum is a structure that has been ignored

clinically. Yet, it is a very important structure.

Especially is this so in infancy when at least half of

the head of the femur is covered by this ligament.

The ligament serves an important part in protect-

ing the head from the capsule at the acetabular rim

and must be of importance in the relationship of the

synovial fluid gliding mechanism between the two
cartilaginous surfaces of the head of the femur and
the acetabulum.

This ligament is, of course, vulnerable to trauma
and can be torn from the rim of the acetabulum as

can its counterpart in the shoulder joint.

FIGURE 7c

This represents the case who never had a dislocation.

The acetabular rim is fractured and rotated outward.
The glenoid labrum and ligamentum teres must be in-

tact.

Figure 7C demonstrates the strength of the

glenoid ligament where a fracture of the posterior

acetabulum has occurred with displacement of the

posterior bony acetabular wall without a resultant

dislocation of the hip. The only structure which

could maintain this stability of the hip is the glenoid

labrum. Tbe ligamentum teres must also have re-
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mained intact. I believe that we can, in the near

future, show evidence that the ligamentum teres

and the glenoid labrum are the same structure with

their origin intra-articular akin to the biceps ten-

don and the glenoid labrum of the shoulder. The
stability of these structures are of importance in

prevention of dislocation.

Both these structures, however, are torn with the

fracture of the acetabular rim associated with pos-

terior displacement of the head. In this common,

but severelv traumatic dislocation, there is usually

a marked tearing of the capsular tissue with the

rim of the acetabulum to allow the posterior frag-

ment to be displaced markedly posteriorly with and

preceding the head. The displacement is poorly

seen by the usual roentgenogram technique for hip

examination. The patient should lie on the injured

hip on the film and the projection is a true lateral

of the pelvis. Figure 2B has already shown this

technique. Not infrequently, large clinics have pa-

tients referred to them months after injury with

persistent posterior dislocation, although treated by

reduction and maintained by traction supposedly,

the head had dropped posteriorly out of the socket.

The superficial examination of the acetabulum by

X ray shows the head apparently in the socket

although a keen observer could readily recognize

the signs of dislocation
;
Shenton’s line slightly

broken, obliteration of joint space, high riding head.

FIGURE 6

a

Three-month-old posterior acetabular rim fracture

dislocation previously regarded as a successful reduction.

Shenton’s line is broken.

Figure 6A (Brown ). Shows one of quite a few

cases we have had in this category. Three months

of false security of reduction. We know that aseptic

necrosis, traumatic arthritis occur in increasing

frequency to the time elapsed since the dislocation.

An arthrodesis of this hip was necessary.

CASE : Doctor C., seen recently, demonstrates

this catastrophe well even though an attempt at

screw fixation of the acetabular fragment was
made last fall.

Tbe posterior rim fracture dislocation of the hip

is usually readily reduced by manipulation under

anesthesia by reversing tbe method by which it is

produced. Flexion of the hip to 90°, then strong

pull directly perpendicular to the pelvis pulls the

head readily through the rim fracture of the ace-

tabulum into the socket. Extension of the hip then

usually maintains a fairly secure reduction. In

flexion, again, however, the head can easily dis-

locate directly out of the same void made by the

rim fracture.

FIGURES 8a and 8b

a. Black and white reproduction of colored photo-
graph demonstrating King and Richard approach at

operation. Single hook is pulling posterior acetabular

rim and capsule tear downward. Sciatic nerve retracted

by rubber drain.

b. On replacing rim fragment and the capsule, the

proximity of the fragment to the sciatic nerve is obvious.

This frequency for recurrence of the dislocation

led King to advocate the operative reduction by a

posterior approach protecting the sciatic nerve,

replacing the fragment of the rim and if a suitable

fragment securing accurately in place by vitallim

screws, suture of the torn capsule and the soft tissue

displacement to restore its integrity is carried out.

The black prints of the colored photographs

demonstrate clearly the mechanism of the displace-

ment of the rim fragment and the head and the tear

of the capsule. Also, the close relationship of the

fragment and the sciatic nerve.

Frequently, the sciatic nerve is damaged mildly

or severely in this type of dislocation.

Figures 7A and 7B illustrate the importance of

recognizing a developing sciatic nerve pressure

after reduction and traction when there was no

sign nor symptom of involvement of the nerve prior

to reduction. This almost inevitably is the result of

pressure of the fragment of the rim on the sciatic

nerve. Immediate open reduction after the manner

of King and Richards is advised. Proper replace-

ment and fixation of the fragment to the acetabulum

can be done accurately and securely if the fragment

is large enough. If too small, the capsule is sutured

securely in place after removal of the bone frag-

ments. Bone fragments in the acetabulum and the

ligamentum teres should be removed.

Aseptic necrosis can and does develop in these

cases even after accurate surgery. The vascular le-

sion is, of course, much more apt to occur in those
continued on next page
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FIGURES 7a and 7b

a. Posterior dislocation of hip with large posterior rim
fragment easily recognized.

b. Pressure on sciatic nerve by the displaced rim frag-

ment. Patient developed increasing sciatic nerve signs

following skeletal traction. Immediate operation, relief

of pressure and recovery fully of nerve function.

cases not immediately reduced. It is, however, an

accident due to vascular damage which might be

severe enough from the original trauma alone.

Our criterion for operation in this group of cases

is simply expressed. If there are evidences of bone

fragments in the acetabulum, fracture of the head

of the femur, sciatic symptoms, easy reduction and

easy displacement with a large posterior fragment,

we would advise open reduction after the method

of King and Richards. If there is no evidence of

complication, and the acetabular fragment comes

back into satisfactory position after the reduction

and traction, we are inclined to delay operation and

follow the hip with the patient in Russell’s skeletal

traction. Lateral pelvic roentgenograms are used
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to make certain that reduction is maintained. The
posterior fragment is usually well shown in these

cases.

Although successful reduction is achieved in a

high percentage of the cases, the ultimate end
result must be given a most guarded prognosis. It

is not unusual for these hips to eventuate into a

degenerative arthritis, or to develop the more ser-

ious vascular fault, aseptic necrosis of the head.

It is well to attempt to establish an acetabular struc-

ture which will allow a successful arthroplasty if

needed later. Otherwise, the resultant painful hip

which occurs in a number of these cases will have

to be treated with a fusion procedure.

Central Acetabular Dislocation, that is intra-

pelvic displacement of the head, is fortunately a

relatively rare dislocation. Case Xo. Ament 9a-9b

illustrates this lesion. Attempts to correct this de-

formity were prevented by other severe complica-

tions. The prognosis was very poor. It will be seen,

however, that there has been progressive intra-

pelvic displacement of the bead and neck, but the

patient is quite free from serious pain and discom-

fort. He walks unaided, attends his business and

really is quite content.

There is a great deal of question as to how much
the surgeon should attempt to correct this bursting

dislocation with thin fragments not conducive to

repair. In our experience, the end results treated

by traction alone in spite of marked deformities

noted by roentgenograms eventuate with better end

results than after heroic surgical measures.

Fracture Dislocation of the Head of the Femur

Fracture dislocation of the head of the femur is a

different situation, however. Here there is so much
damage to the head by direct trauma as well as vas-

FIGURES 9a and 9b
a. Ament (7/19/31), intra-pelvic acetabular dislocation.

b. Ament (7 18/57), free relatively painless motion. More marked intra-pelvic displacement. Patient gets around
surprisingly well.
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FIGURES 10a and 10b

a. Fracture of the lower half of the head of the femur
with a posterior dislocation of the hip.

b. Primary cup arthroplasty. Myositis ossificans has
developed without appreciable damage.

cular damage from the severity of the trauma that

the end results of closed manipulation even though

the reduction was successful at the time are not

good. Time and study of end results have led us

to a complete agreement with a recent unpublished

paper by Epstein that open reduction of this com-

plicated fracture should he carefully considered.

The roentgenogram does not show always the full

extent of the lesion. Not infrequently, fragments

of the head or of the rim are in the acetabulum

which later lead almost inevitably to a painful hip.

It is not unusual for the individual with a frac-

ture of the head of the femur associated with the

dislocation to have, as well, a fracture of the acetab-

ular rim. Such a case should surely he operated.

Large fragments of the head, fragments of the

weight-bearing portion of the head should invari-

ably be operated.

Early operation with a primary cup arthroplasty

has been extremely satisfactory in several of our

cases. Miller of Seattle has an almost perfect result

of a primary cup arthroplasty for this type of lesion.

Recently, Lipscomb of the Mayo Clinic reported a

small series of successful results by this primary

surgical procedure. We also have a few excellent

results.

Dislocation of the hip associated with fractures

of the neck of the femur, or intertrochanteric,

subtrochanteric, or shaft fracture of the femur,

are no longer rare lesions, but occur with an increas-

ing frequency. The old concept of attempts at closed

reduction of the dislocation and then treatment of

the fractures are no longer essentially necessary.

Today, one does not need to vacillate in the pres-

ence of such severe lesions. Early operation, early

reduction and internal fixation of the fractures is

the form of therapy most apt to result successfully.

This is particularly true in the fractures of the hip

joint. The fractures of the subtrochanteric area and
the shaft of the femur can be treated by open pro-

cedures. The reduction of the hip may be made by

manipulation of the upper fragment by bone for-

ceps or combined with blade plate fixation or even

intramedullary fixation for the shaft fracture. It

is certainly important if the dislocation is simple to

reduce it as quickly as possible. If the dislocation

belongs in one of the fracture groups, the chance of

a painless hip is less but still we should strive for

as near a normal result as possible.

I advocate, therefore, early operation if neces-

sary to obtain a reduction of the dislocation.

Figure 11 demonstrates the various types of

fracture’s.

The fracture dislocation may be so extensive

as occurred in Case Stem that there is grave

danger of avascular necrosis associated with non-

union. In this case, the treatment was chosen akin

to that used to prevent aseptic necrosis of the talus

in fracture displacement of the neck of the talus.

continued on next page

FIGURE 11a

Left. Solid fusion. Blade plate fixation. Blade has traveled outward. Center. Severe fracture dislocation hip with
fracture neck and subtrochanteric. Right. Post-fusion operation with blade plate fixation in accurate place.
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FIGURE lib

Dislocation with intertrochanteric fracture fixed with

blade plate.

Here, a fusion by the triple arthrodesis is done to

re-vascularize early the talar hone to maintain ankle

function. Arthrodesis of the hip, Badgley Blade

Plate was performed. .

In this fracture dislocation with fracture of the

neck and subtrochanteric fracture, reduction was

obtained. The cartilage of the head and acetabulum

was removed, the blade plate was utilized to com-

pletely fix the multiple fractures and to fix the head

of the femur securely into the prepared bed in the

acetabulum. Fortunately, a solid bony fusion with

healing of the two main fragments resulted.

Case, W einschenk, age thirty-eight, illustrates

a very badly fractured head and neck of the femur

and dislocated. This patient had, as is so com-

mon today, multiple fractures such as both clav-

icles, a number of ribs on both sides of the thor-

acic cage and, in addition, a serious factor was

an extensive comminuted fracture of the patella.

It was essential to enable him to have motion of the

knee because we did not know what the end result of

the hip would be. Therefore, two weeks after his

injury when his condition warranted, we excised

the patella and sutured the quadricep tendon and

patellar tendon together. The great difficulty in get-

ting knee motion made it necessary for us to use a

Thompson prosthesis for the badly fractured head

FIGURE 12

Multiple injuries; clavicles, ribs both sides, commi-
nuted fracture patella.

Dislocation hip, comminuted fracture head of femur
and fracture of neck.
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and neck of the femur. The end result of this ther-

apy has been excellent. For four years, he has been

at work as a truck driver without protection of his

leg. He walks and acts perfectly normal. His alco-

holism has been cured as well.

As a rule, we do not favor prosthesis, but in

this instance, it was the lesser of the prevailing

evils.

FIGURES 13a and 13b

a. Kukla — recurrent simple posterior dislocation left

hip without rim fracture.

b. Black and white reproduction of colored photo-
graph. Shows break in the glenoid labrum, compression
fracture of head from acetabular rim, torn ligamentum
teres, no capsule above the rim of acetabulum, at

operation.

Recurrent Dislocation of the Hip

Eight years ago, through the courtesy of Xeil

Moore of Bay City, Michigan, I had the opportu-

nity to see a patient ( Figure 13), which he referred

to me as a recurrent dislocation of the hip. The
original lesion was primarily a simple posterior

dislocation easily reduced. Some months later, the

patient complained of pain and discomfort with a

sense of displacement and spontaneous return of

the head of the left femur. The patient was entered

in our clinic, examined and the roentgenogram was

reported as negative. He was about to be discharged

when I examined him and found I could dislocate

the hip readily by adduction flexion and posterior

pushing of the femur. Roentgenograms in this posi-

tion demonstrated an actual outer displacement of

the head.

We did an open operation and found as the block

print of the colored photograph demonstrates, an

exact duplicate of what is so often seen in recurrent

dislocation of the shoulder. The glenoid labrum

was ruptured and degenerated from the rim of the

acetabulum. There was a compression fracture of

the head of the femur at the site of impaction on

the rim of the acetabulum. There was a pocket in

which the head could go where the capsule had been

stripped with the soft tissues on the dorsal ilium.

Because of the extensive cartilage changes, it was

felt necessary to do an arthrodesis of the hip. This

was done by the usual method with internal fixa-



317june, 1958

tion by a Smith-Peterson nail.

I consulted the literature and found scant men-

tion in recent years. I discussed this type of recur-

rent dislocation without fracture of the acetabular

rim with my orthopaedic friends. The only one who
had seen a similar case was Lipscomb of the Mayo
Clinic. He has recently described this lesion in the

literature.

CONCLUSIONS
Simple dislocations are usually reducible by

manipulative procedures. The chief complications

may be sciatica, degenerative arthritis or aseptic

necrosis of the head of the femur.

The fracture dislocations are produced by much
more severe trauma. There is greater potentiality

of vascular damage. Multiple injuries, shock and

other factors may delay reduction of the disloca-

tion. Fractures of the rim of the acetabulum may
well require operative reduction and fixation of the

displaced fragment. Treatment as early as possible

is essential to prevent avascular necrosis.

Fractures of the head of the femur associated

with the dislocation of the hip have such a poor

chance of success that operation is definitely ad-

vised if there are fragments left in the acetabulum,

obstacles to reduction. Removal of fragments and
the torn ligamentum teres may be sufficient or a

primary cup arthroplasty may be wise.

Repair of fractures of tbe neck, subtrochanteric

or shaft fractures requires usually operative reduc-

tion and fixation.

In conclusion, I have hurriedly and ineffectually

reviewed a lifetime of interest in the clinical prob-

lem of the traumatic dislocation of the hip. What
has been presented here would have been of great

value to me in my early days pioneering orthopaedic

surgery at Ann Arbor. If any portion of my clinical

experience proves helpful to those whose future

will require knowledge of this tremendous problem.

I shall be pleased. Particularly, if further interest

and study in this relatively common lesion can be

developed.

I wish to thank the Rhode Island Hospital

authorities. Doctor Burton and his staff who have

been so courteous to me, and particularly, Mrs.

Danfortb. for the delightful New England cour-

tesy, charm and hospitality.
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PROBLEMS OF MEDICAL CARE— 1957-58*

George W. Waterman, m.d.

The Author. George W . Waterman, M.D., of Provi-

dence, Rhode Island. President, the Rhode Island Med-

ical Society; former Surgeon-in-Chief, Department of

Gynecology, Rhode Island Hospital ; President
,
Rhode

Island Cancer Society; Past President, New England

Surgical Society, and the Providence Medical Asso-

ciation,

As retiring president it now becomes my duty

to deliver the annual address to the Society.

It seems clear that such an address, in addition

to outlining the condition of the Society and com-

menting on the activities of its committees, should

deal with the important issues of the year.

As time goes on the complexities of the practice

of medicine multiply. Not only are we, as doctors,

confronted with the necessity of keeping up with

our scientific work, but more and more we are called

upon to “raise our eyes” from the bedside and the

operating table, and to give thought and to take

action in matters pertaining to our relations with

the public.

Our Public Relations Committee is actively oc-

cupied with lay education projects through press,

radio, television, and the lecture platform. Our
Legal Committee scans proposed laws and is looked

to for advice from legislators. Our Cancer Com-
mittee, our Diabetes Committee, our Child Health

and Industrial Committees are active in promoting

the public welfare.

Our Grievance Committee plays a most impor-

tant part in our relations with the public.

Problems are constantly arising which require

the earnest consideration of our committees, with

action through our Council and House of Dele-

gates. Our committees are all functioning well.

Today, I should like to discuss with you what I

consider the most important issue before us, the

issue that seems at present to have the most far-

reaching influence on the practice of medicine and

surgery of the future. That is the increasing inter-

vention of the so-called third party between the

doctor and his patient.

In order to understand the background of this

*Presidential address delivered at the 147th Annual Meet-
ing of the Rhode Island Medical Society, at the Medical
Library, Providence, Rhode Island, Alay 14, 1958.

situation, let us go back a bit and review what has

happened and is happening in the medical field, with

its resultant effect on the socio-economic area of

our modern civilization.

That great changes are taking place in all fields

of human endeavor is very evident. Under the

pressure of rapidly growing populations, made
possible by the great discoveries in basic and applied

sciences, followed by the development of the prin-

ciples of sanitation, hygiene, and preventive medi-

cine, the public demand for medical services has

expanded in tremendous proportions.

Safe water supply and sewage disposal, pasteur-

ization of milk, refrigeration of food, vaccination

and inoculation against disease, have made possible

our large urban centers and the development of our

huge industrial plants. Good health for the worker

and his family has been increasingly recognized as

essential to production by employers of labor and

by the laborers themselves, through their leaders.

Looking backward to the sources of better health

and increased productive efficiency, resulting from

scientific discovery, and looking forward to the

prospect of even better benefits to be obtained

through science in the years to come, the necessity

of encouraging, educating, and supporting scien-

tists is recognized as a must by all, if further prog-

ress in fruitful living is to be attained. Research has

become the watchword.

Health education has grown through public

health departments, where the efforts of such men
as our own Charles V. Chapin have reaped rich

rewards. In schools and colleges, in educational

drives teaching the importance of public knowledge

of the signs and symptoms of early disease and the

value of a periodic check-up, through the educa-

tional program of social workers and public health

nurses, and through feature articles by science

writers and reporters in the daily press, and in the

periodicals, the public has been, and is increasingly

being kept abreast of the latest in health news.

The public has indeed become health-minded.

All of these factors of basic and applied scien-

tific research and public education have increased

the demand for medical care until now it has been

said that medical care ranks with food, clothing

and shelter as a fundamental need of adequate, or

even basic, living.
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Great strain has been placed on the dispensers of

medical care. Doctors’ offices are crowded not only

with those actually sick, hut with well persons who
want annual or semi-annual check-ups as a means
of early detection of disease.

To meet these demands, more doctors, more and
larger hospitals, and more bed capacity are needed.

Small communities are being helped in construction

of new hospitals by tax money, through the Hill-

Burton Act of Congress.

In the development of the large university-teach-

ing type of hospital and the voluntary non-univer-

sity-connected hospital of 500 beds or more, where

all the specialties are represented, where resident

and intern training programs are being carried out,

a never-ending chain of advances has brought about

the need of the so-called para-medical departments.

Specialists in the dietary department, in the ac-

counting departments and the drug department,

personnel trained in the maintenance of blood vessel

and hone banks, and of the blood bank, laboratory

workers, electronics specialists, all have become
necessary to the smooth functioning of the hospital

in carrying out its services. Specialists in all of

these departments must be trained and supervised.

Schools of medical technology are a necessity.

Graduate schools for education of hospital admin-

istrators have been inaugurated in many of the large

universities.

With all that modern medicine has to offer it

naturally follows that the costs will rise, as they

have risen, with each new discovery, so that good
medical care could well be out of reach of the low

or middle income group on an individual paying

basis.

The high and rising cost of medical care began to

he commented upon in the late 1920’s and early

1930’s. A committee to investigate the high cost of

medical care was appointed. Some way had to he

found to meet the costs for the low and middle-class

groups. The idea of prepayment insurance was de-

veloped, whereby through modest payments In-

groups, while well, hospital and doctor care could

he assured when illness struck. In the form of the

Blue Cross plan, 1938-39, prepayment insurance

rapidly gained wide popular support across the

country and proved a great boon to patients and a

salvation to hospitals, paying a major part of their

running expenses and allowing for expansion of

their facilities.

Blue Shield plans were adopted by most of our

states. In our state the Rhode Island Medical So-

ciety Physicians Service has been widely subscribed

to, offering full coverage for surgical fees to the low
income group and indemnity payments to those in

the higher income brackets.

Labor leaders, concerned with the health of their

members and desiring that they receive good medi-

cal care, have negotiated for the so-called fringe

benefits. Employers interested, from their own side,

in keeping good labor on the job, have willingly

gone along and provide prepaid insurance for their

employees. Hospitals and clinics, plant physicians

and nurses, are rendering health services, supported

sometimes by welfare funds, sometimes by indus-

try itself.

The Veteran Administration hospitals accept for

treatment, at government expense, veterans with

non-service-connected illness or disability.

The Congress has recognized the need to provide

medical care to dependents of servicemen as a

morale booster, and the Medicare Act is in force.

The Forand Bill, and others like it introduced into

Congress, is now under consideration, and would
grant complete medical care to all social security

subscribers over sixty-five years of age.

All of these programs point out the tremendous

importance attached by the public to medical care.

With this introduction, one can more clearly see

some of the reasons for the entrance of the lay or

nonprofessional figure into the medical world.

Doctors, busy with patients and with all the pro-

fessional obligations of keeping up to date by at-

tendance at staff and society meetings, both local,

regional and national, have little or no time for, let

alone experience or capability for running, such

complicated organizations as modern hospitals and

insurance companies, or for planning for their

future expansion.

The politician, the social worker, the welfare

planner, the insurance carrier, have taken over be-

cause they have recognized popular demands, being

concerned with the large masses of people and

understanding their needs through their own daily

contacts.

Now, where does the doctor stand in all this

rapidly changing medical and socio-economic revo-

lution ?

How does it affect his entrance into medicine

;

how does it affect his progress through college,

medical school, internship and residency?

What kind of man do the requirements of his

responsible position require, and how can education

help him attain stature?

What are the rewards that he can look forward

to in compensation for his long and expensive years

of training, and how can the integrity and freedom

of his thought and action best be maintained? He
will receive his spiritual reward in the service for

his fellow man. Should he look forward to obtain-

ing his financial reward on the time honored fee-

for-service basis, where patient and physician ar-

rive at a mutually acceptable charge, taking into

account the patient’s right of free choice of doctor,

and the doctor’s right to charge in accordance with

his recognized competence and years of experience,
concluded, on next page
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exercising those qualities of compassion and char-

ity toward the underprivileged which have always

characterized him? Or should he he regulated in

his charges by a third party, he it an insurance

company, his own Blue Shield Plan, a labor union

health and welfare fund, or government, as seen

in the Medicare program or other government pro-

grams patterned on the Medicare full coverage

provision ?

In answer to the medical education and training

question, one can say that modern medicine, in this

ultra-scientific age, first calls for a well-rounded

college course of four years during which modern
educators are urging some devotion to the liberal

arts and humanities, with emphasis on language,

for the doctor should have facility in speaking and

writing if he would make himself effective. He
should he a well-rounded man.

In the college years one should have opportunity

to develop powers of critical judgment and appre-

ciation of art. history and literature. They are

necessary. The opportunity to study under the de-

voted teachers will never come again.

Next come four years in medical school, where

the basic and applied sciences are pursued and cor-

related with clinical practice
;
four years of intense

application to gain the rudiments of knowledge

needed to go into hospital internship for another

two years, where the patient is studied, and where

all means of diagnosis and indicated treatment are

learned. After the internship come the four years of

specialization, known as the residency. Now the re-

sponsibility increases. Teaching students, nurses,

and junior interns becomes part of the job. Major
surgical procedures are undertaken and the details

of surgical technic, with pre- and postoperative

care learned.

Finally, the two years obligatory with the armed
forces finishes the education of the surgeon, and he

is ready to start at the bottom of the hospital staff,

if he can make a good connection.

Sixteen years have passed, a large investment in

time and money, on which an adequate return would
seem necessary if future doctors in the making are

to he encouraged to enter the medical field.

In view of the above, it is small wonder to me
that doctors should be and are concerned, when
they see in motion influences that would deprive

them of their right to the kind of living standard

expected of them, as experienced and skillful mem-
bers of the community, as men of dignity and

worth. But, the issue is more than how much money
this doctor makes or can make

;
that will he deter-

mined by how long and hard he wants to work, or

how much stamina and sound health he has. The
issue of the fee-for-service without intervention of

the third party with its fixed-fee schedule, is that

where the fee-for-service is in force, and where

there is free choice of physician or surgeon, better
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patient care will result. For when the bond between
patient and doctor is close, and if there exists good
understanding, as is the normal case, better feeling

regarding financial arrangements is bound to exist,

the patient being allowed to realize his obligations

on his own responsibility, and the doctor not being

irked by having to accept a fee forced upon him,

regardless of circumstances, by a third party.

In conclusion may I say that it is my hope that in

the new negotiations with our Physicians Service

directors a plan can he adopted that will realistically

reflect our earnest desire to be of help to the people

of this community, maintaining at the same time

our own sense of worth based on our training,

skill, and willingness to work hard and give the best

medical care to our patients.

The Rhode Island Medical Society has rightly. I

believe, through its officers, Council, and House of

Delegates, taken a stand against third party inter-

vention between patient and doctor.

My studies and experience during the past year

as your president, my meditations as expressed

above, have strengthened my beliefs in these

matters.

If these words have helped to clarify your

thoughts, or to rationalize the position of the doctor-

patient-public relationships in these changing times,

I shall feel rewarded.

IF YOU HAVE one or more employees who

will expect to be paid when you are disabled

—

IF YOU HAVE heen refused additional Acci-

dent and Health insurance because of the

amount you have already

—

IF YOU WANT to reduce your financial loss

when disabled —
IF YOU LIKE the fact that the premium is

DEDUCTIBLE from income taxes —

YOU SHOULD BUY

our

OVERHEAD EXPENSE POLICY

R. A. Derosier Agency

32 Custom House Street

Providence 3, Rhode Island

GAspee 1-1391
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TREATMENT OF LEAD POISONING WITH
CALCIUM DISODIUM VERSENATE

A Case Report

Saverio Caputi, Jr., m.d.

The Author. Saverio Caputi, Jr., Lt. (MC ) L'SNR;

Medical Officer, Destroyer Squadron 30; Formerly

Intern, Junior Assistant Resident in Medicine, Rhode

Island Hospital, Providence, Rhode Island.

his is a case report on the treatment of plum-

bism which responded well to Versenate (trade-

mark of the Dow Chemical Company for calcium

disodium ethylenediamine-tetra-acetic acid—
EDTA). Its efficacy in acute and chronic lead

poisoning has been verified in many areas of the

country.

Case Report

S.A.B., a two-year-old infant female, was the

first-born child of an unmarried colored woman.
For the two months prior to admission the baby

had shown evidence of pica of a moderate degree

and was known to have chewed paint from the walls

of a closet. For nearly three weeks preceding ad-

mission the child had been vomiting both in the

morning and evening with increasing severity. The
bouts of emesis were associated with the breakfast

and supper meals. She had been treated at the Pedi-

atric OPD with vitamins and tincture of belladonna

without improvement. Three days prior to admis-

sion the infant had become increasingly drowsy and
lethargic. The Pediatric OPD advised hospitaliza-

tion.

The past history revealed a normal, full-term

baby, birth weight 6]/2 lbs. Vertex presentation

with a forceps delivery. Normal development.

Physical Examination

:

T—98.6 orally. R—20.

P 100 regular. Height—2 feet inches. Weight
20'/4 lbs.

Examination revealed an infant appearing much
younger than her stated age of two years. There
was distinct pallor of the mucous membranes of the

mouth, and the conjunctivae were pale. The eyes

showed a strabismus convergens and an alternat-

ing esotropia, preferring the right eye. The discs,

macula, and retinal pattern were normal. The fon-

tanelles were closed. No gingival lead line was
visualized.

There was a soft, systolic murmur at the apex
and to the left of the sternum. The lungs were clear

to auscultation and percussion.

The neurological examination was within nor-

mal limits except for some mental apathy. There

was a questionable lead line circumferentially

placed around the anal mucosa.

Laboratory

BLOOD
Date HGB. Hct. RBC WBC Polys. Lym. Eos. Description

7/13 9.5 4.00 11,400 68 30 2 Many cells with basophilic

stippling hypochromia

7/14 Sickle cell preparation showed no immediate sickling and none at 12 and 24 hours.

7/21 9 31 4.50 9,800 48 52 Moderate achromia

URINE
7/13 Color—yellow, reaction 5, trace of albu-

min, no RBCs or WBCs.
7/15 Color—yellow, reaction acid, trace of albu-

min, positive for coproporphyrins.

7/20 Pre-treatment : Pb excretion 0.23 mg./liter,

Coproporphyrin excretion 0.65 mg./liter.

7/23 Post-treatment: Coproporphyrin excretion

1.80 mg./liter.

7/21 Serology—negative.

7/14 Patch test—negative.

7/15 Vomitus 4+ Guiac.

7/18 Hard-formed stool—negative.

BLOOD CHEMISTRIES

7/13 FBS 79 mg.%
7/14 C02 comb. Power 50 Vol.% Cl—91 meq.

7/16 C02 comb. Power 54 Vol.% Cl—91 meq.

Sodium 133 meq./L/
Potassium—3.2 meq./L.

continued on next page
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LUMBAR PUNCTURE
7/16 Fluid—clear. Nine lymphocytes, Pandy +,

T.P.—61. Cl—648.' Coll. Gold. 0012210-

000. Smear—neg.

7 22 Nasopharyngeal and throat cultures grew

out staph, albus, N. flavus, alpha—Strep,

catarrhalis, and a few colonies of non-

hemolytic staph, aureus.

X-RAY REPORTS
7 12 Chest film. The heart is slightly prominent

to the left, and the vascular markings and

pulmonary hilar shadows are prominent.

Diaphragms are normal in contour, and the

underlying lung fields appear clear. Mul-

tiple flecks of opaque substance are super-

imposed on the lower abdomen in the re-

gion of the colon. If this is not barium or

medication, the possibility of lead or for-

eign body ingestion cannot be excluded.

7 14 Long Bones. Chest film. Lung fields show-

no evidence of consolidation or fluid. The
heart is not enlarged. The diaphragms ap-

pear normal.

The left forearm shows increased density

at the metaphyseal line at the distal end of

the radius and ulna which may represent

lead deposition.

Treatment and Course

Losing a regimen set up at the Children’s Hos-

pital, Boston. Versenate was administered for three

days. Following a rest period of three days, the

drug was once again given for a further course of

two days. The Riker Laboratories 1 recommended

the intravenous route with a maximum dose per

hour not to exceed 0.5 grams per thirty pounds of

body weight. Byers and Maloof 2 use dosages of

“1 gram per 15 Kilograms of body weight per day,

divided into two doses, administered intravenously

in 250 c.c. of 5% liquid dextrose solution, each dose

being given over a period of one to two hours.” The
latter regimen was the one used on this patient.

Calcium disodium versenate was administered

intravenously (0.33 grams in 5% glucose and wa-

ter—200 c.c.). Several hours later the procedure

was repeated. This was continued for three days,

followed by the prescribed rest period of three days.

Two further days of therapy completed the treat-

ment.

The drug was started on July 15th, twro days

after admission. At 11 :35 p.m. of that same night,

after completion of the first day’s therapy, the child

had a mild seizure probably due to hypocalcemic

tetany. The patient appeared drowsy, and slight

twitchings were noted about the face. Respirations

became shallow but rapid (48 per minute). This

was followed by projectile vomiting, the vomitus
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being coffee-ground in nature.

Phenobarbital sodium (30 mg.) was adminis-

tered intramuscularly and calcium gluconate

intravenously. By 1 :40 of the next morning the

child was improved, sleeping in naps, with occa-

sional twitching.

From the very beginning of therapy the infant

showed gradual but marked improvement, which

was due to the treatment with Versenate. On July

16 a twenty-four-hour urine was brought to the

Department of Labor and Industries, Division of

Occupational Hygiene, where subsequent urinary

determinations demonstrated that the copropor-

phyrin excretion had increased from 0.65 mg. /Liter

to 1.80 mg. Liter. This was a threefold increase

in urinary output in a matter of a few days. Lead

excretion, as such, was also increased.

Following the course of EDTA, there was objec-

tive as well as subjective improvement in symp-

toms. The vomiting decreased and eventually dis-

appeared
;
intravenous fluids which had been given

for several days were stopped, and the child was

put on oral fluids and solids. The most marked im-

provement was noted in the mental state—the for-

merly lethargic sensorium was now changing to a

more alert state. Soon she began to talk and cry

ancl began participating in the other children’s

activities.

On the following day the child was able to stand

in its crib and move around. Later she began to

walk around the ward. No further convulsive seiz-

ures were noted. The child remained well and was

discharged home with a warning to the mother to

wallpaper the home because of the pica problem.

Her total hospitalization time was eighteen days.

Discussion

The action of this drug and its pharmacology

make it the treatment of choice in all forms of lead

poisoning. Structurally the drug is a calcium de-

rivative of ethylene-diamine-tetra-acetic acid. 3

NaOOCCH, CHgCOONa
V * /

N-CH0-CH0-N2 v\
CH2 \ / CHr
\ S /
COO - Ca"' 00C

X
Lead replaces calcium in the compound both in

vitro and in living tissues, somewhat as indicated

below

:

Pb++ + CaEDTA= PbEDTA= 4- Ca++

Calcium replaces lead in the body, forming the

lead chelate—which is “nonionized, nontoxic, wa-

ter-soluble, nonmetabolized, and excreted intact." 4

It has been clearly demonstrated that it will cause
concluded on page 325
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THE MURRAY S. DANFORTH ORATION

"Clsewhere in this Journal there appears the

first Murray S. Danforth Oration. It is appro-

priate to write a few words to illuminate the back-

ground for this event, and the program at the Rhode
Island Hospital which it highlights.

For several years it has been desirable to have a

paper read each year at the Rhode Island Hospital

by some orthopedic surgeon of national promi-

nence, and to have it known as the Murray S.

Danforth Oration.

About half of the present visiting staff in the

departments of fractures and orthopedics at Rhode
Island Hospital received their early training under

Doctor Danforth. His finest teaching was by ex-

ample, and it is no exaggeration to say that the

inspiration of his example has greatly influenced

their lives. None will ever forget his profound
knowledge of anatomy

;
his exacting X-ray inter-

pretations
;
his attention to detail

;
his concern for

the welfare of ward patients
;
his insistence on per-

fection as a goal
;
and his constant emphasis on the

value of long-term observation and the realization

that fracture and orthopedic work can be measured
only in terms of the end result. Never carried away
by dramatic procedures and early results, he always

measured treatment in terms of the future
;
and

last hut not least, many remember his delightful

sense of humor which, we suspect, was sometimes
lost on those who did not know him well.

In 1931 he founded the fracture service of the

hospital. We are proud of this service, and too few

know that it is one of the four oldest continuously

functioning and approved fracture services in the

United States. In 1934 he wrote a paper on Lcgg-

Calve-Perthes disease after many years of obser-

vation of chronic hip disease in children, and his

concepts of treatment are still widely accepted as

the basis for the best treatment of this disease in

children. He was editor-in-chief of the Journal of

Bone and Joint Surgery.

A year ago Mrs. Danforth. desiring a memorial

to her husband that would he something living and

growing of which he would have approved, estab-

lished the “Murray S. Danforth Fracture and

Orthopedic Fund for Teaching and Research.”

With this fund the hospital staff plans to do many
things. Each year it will send the senior resident to

the annual meeting of the American Academy of

Orthopedic Surgeons, and it will send one of the

residents to each of the regional orthopedic meet-

ings, as well as to Harvard University for two
months of anatomy. A library of books and journals

for the orthopedic house staff and plans for a file

of 35 mm X-ray reproductions have been started.

These are a few of the projects that have been

made possible by this fund.

One of the most important features of the pro-

gram is to bring each year to the Rhode Island

Hospital a prominent orthopedic surgeon who will

spend two or three days as surgeon-in-chief pro tern
continued on next page
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in the departments. The highlight of his tenure will

he to deliver the annual Murray S. Danforth

Oration.

To initiate this program the committee chose

Doctor Carl E. Badgley, professor of surgery, in

charge of orthopedics, at the University of Michi-
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gan, and former president of the American Acad-
emy of Orthopedic Surgeons.

Thus another outstanding lecture series directly

beneficial to the medical profession of Rhode Island

is added to the already established Fiske, Chapin,

Gerber, and Ruggles orations.

THE CENTENARY OF THE HONORABLE HOUSE OF SQUIBB

T.\ 1845, a young man of unswerving integrity and
-*• serious purpose, Edward Robinson Squibb was

graduated, with high honors, from the Jefferson

Medical College. Of Quaker parentage he was born

in 1819 at Wilmington, Delaware, and died in

Brooklyn in 1900. From his youth he dreamed of

becoming a physician, and to make this possible he

served five strenuous years as an apothecary’s ap-

prentice in Philadelphia, and out of his meager

wages saved enough to pay for his medical edu-

cation.

With the outbreak of the Mexican \\ ar, he be-

came an Assistant Surgeon in the Xavy, serving

first for two years on the Brig Perry in Mexican
and South American waters, then cruising in the

Mediterranean on the store-ship Erie. Apparently,

service in the Navy did not appeal to him, but his

daily experience taught him the untrustworthy

nature of the drugs which he and his colleagues

were prescribing in their practice. The crude drugs

then available, most of them imported, arrived in

this country in bulk, contaminated with dirt and

such other foreign matter as twigs, grass, and nails.

There were no standards of potency
;
a given quan-

tity of drug from one lot might he equal in potency

to half or twice as much as that from another. To
Doctor Squibb this situation was deplorable, and

not only deplorable—it was intolerable. It was the

custom of the Navy to purchase drugs as it pur-

chased other supplies, from the lowest bidder, with

few, if any specifications, as to quality. Doctor

Squibb was distressingly aware that the medicines

he prepared from these crude drugs were of in-

determinate and many times of very doubtful value.

He reported his opinions to the Navy, with, for a

time, no effect whatever. Transferred to shore duty,

he was assigned to the Brooklyn Navy Yard. In

1852 Congress appropriated limited funds for the

establishment of a naval laboratory for drug re-

search ; in this, a small room above the morgue in

the Naval Hospital, Doctor Squibb began his re-

search with equipment of his own design, and some
of his own construction. In these modest quarters

he began the work which, through his indomitable

courage and devotion, laid the foundation of what
was to become in after years, the honorable house

of Squibb.

Although Doctor Squibb made many valuable

contributions to the advance of pharmacology, his

fame rests most securely perhaps, on what he did

for the manufacture of pure ether. In 1846, Doctor

W. T. G. Morton gave the first public demonstra-

tion of anesthetic ether at the Massachusetts Gen-

eral Hospital. But dramatic as was this event, many
surgeons did not accept ether as an anesthetic be-

cause at that time it was so unreliable. Morton used

crude sulphuric ether, disguised with aromatics,

which was likely to contain toxic impurities and was

variable in potency. Its method of manufacture was

defective and its use might become dangerous for

the patient. At this crucial moment, when so much
was at stake. Doctor Squibb, thanks to his improved

method of distillation, gave to the world a safe,

effective and controllable anesthetic
;
and true to

the ancient traditions of his profession, he actually

gave it to the world.

It will be remembered regretfully that as soon as

ether inhalation was proved to he of value, Morton

took out a patent for its use. But Doctor Squibb,

unwilling to gain personally from the invention of

his new process, published a full account of it in

the American Journal of Pharmacy for Sep-

tember, 1856. complete with drawings and dia-

grams, operating directions, formulas, and cost

estimates. Squibb ether soon became and still re-

mains the standard of the world. Today it is made

by virtually the same process which Doctor Squibb

perfected in 1852.

When Doctor Squibb died in 1900, the Commit-

tee on Revision of the U. S. Pharmacopoeia said.

“Pharmacy has lost a Nestor, medicine a leader,

and the world the noblest work of God—an honest

man.” The heritage of highly ethical standards be-

queathed to them by Doctor Squibb continuously

motivates his successors. It is, therefore, meet and

just to pay tribute of gratitude to our benefactors

;

and so, in this centenary year, we salute the honor-

able house of Squibb.
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IS THE GRASS GREENER?
Appearing elsewhere in this issue is a summary

of a study on patient care and nursing problems

conducted jointly by the United States Public

Health Service and the American Hospital Asso-

ciation. This resume of the published results has

been prepared by Doctor I. Herbert Schefifer, ex-

ecutive director of the Miriam Hospital, for the

Hospital Association of Rhode Island. The sixty

hospitals which participated in the study are all

short-term general, non-federal institutions, each

servicing a daily average of 100 to 500 patients.

The number of patients involved in the study are

sufficiently large to yield results of a significant

nature.

Particularly striking are these two findings

:

1 )
The large proportion of patients reporting de-

ficiencies, and 2) the familiar nature of the com-

plaints. In staff room discussions one observes a

general disposition to look upon local problems as

unique and particularly serious. The grass on the

other side of the fence is always greener. The local

administrator is often hard put to sell to his staff

the idea that difficulties are widespread and that the

problems at home are a manifestation of nation-

wide trends.

The chief value of this study is in finding the

areas in which the greatest number of complaints

occur and in offering suggestions for correcting the

deficiencies. Xot less important, however, is its

success in bringing these matters into better per-

spective.

The Hospital Association of Rhode Island has

rendered a service to the community and to the

medical profession in preparing this material in a

readily assimilated form.

REAL ESTATE FOR SALE

Ideal for doctor’s office. Excellent income;

investment property. 3-Family, excellent

condition, 3 large garages; on main thor-

oughfare; centrally located to four hos-

pitals. No repairing needed; layout good

for offices. Financing available. LOCA-
TION: 649 Smith Street, Providence. Price:

$2 5,000. Ready for occupancy. Telephones:

DE 1-6141; DE 1-1200

PATRONIZE JOURNAL ADVERTISERS

TREATMENT OF LEAD POISONING WITH
CALCIUM DISODIUM VERSENATE

concluded from page 322

no exacerbation of symptomatology during treat-

ment.5 The drug is indicated for both acute and

chronic lead poisoning, lead encephalopathy, lead

colic, and for prophylaxis against the possibility of

exacerbations in chronic plumbism.

Rubin, Gignac, and Papovicci, 0 in animal experi-

ments, emphasize that while the lead is removed

adequately from most of the soft tissues in the body,

it is only partially mobilized and reduced in the

skeletal components. Indeed, there is evidence that

lead may be deposited in the bone marrow with a

tendency to increase the metallic ion there. This

suggests that further attacks of chronic lead poison-

ing might occur.

Byers and Maloof7 performed intensive studies

on five children with this drug and noted “in each

instance an increase in lead output in the urine,

varying between tenfold and fortyfold was pro-

duced, and in each instance a very rapid ameliora-

tion of symptoms occurred.” In one of their cases

a child, suffering from lead encephalopathy with

coma and convulsions, was feeding herself less than

two days after therapy was begun.

Much of the literature on this drug attests to the

efficacy of EDTA in lead poisoning, with profound

reduction of blood and depot lead levels. This has

been investigated by Bessman, 8 Spencer,9 and many
others. The drug has also been shown to have a

high therapeutic index with low toxicity. 10

However, in spite of the remarkable recovery

achieved in the treatment of plumbism with calcium

disodium versenate, the prognosis must be care-

fully evaluated in individual cases.
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PATIENTS AND PERSONNEL SPEAK

A Summary Assembled and Edited by I. Herbert Scheffer, m.d., President of the Hospital Association

of Rhode Island, from a Study Report by the United States Public Health Service and the American
Hospital Association Regarding Deficiencies in Nursing Care

'T'he purpose— to uncover elements of nursing

care which patients, doctors, nurses, and aux-

iliary personnel consider are not being given satis-

factorily and to point out remedial action which

can be taken by the hospital or the patient unit

involved.

Why Study Patient Care

?

The shortage of nursing services which hospitals

continue to experience, despite the fact that there

are more nurses than ever, makes it important to

look beyond the number of nurses employed or the

ratio of nurses to patients, and to seek facts about

circumstances which may be creating an impression

of shortage.

Some of these circumstances may be discovered

by asking patients what kind of care they believe

they are receiving, and by asking hospital personnel

what kind of care they believe patients are getting.

A patient whose back is not rubbed when she wants

it rubbed, a nurse who is critical of another nurse's

attitude toward a patient, a doctor who sees certain

omissions in his patient’s nursing care — all these

people may believe that if they had more nurses on

duty such situations might not occur.

An omission which is blamed on the shortage of

nursing personnel may, when studied, turn out to

be the result of poor use of a nurse’s time, or to

some factor not directly the fault of the nursing

service—the “cup of cold coffee.” for example. The
simple expedient of adjusting nursing assignments

or of interpreting the nurse's schedule may be all

that is needed to bring about greater understanding

and acceptance on the part of both patients and

personnel.

I. What Patients Say About Their Nursing Care

In a study conducted by the Public Health Serv-

ice and the American Hospital Association, nearly

9000 patients in 60 general hospitals reported omis-

sions in nursing care occurring during their stay in

the hospital.

A third of the patients reported no omissions in

care during their stay: only one in a hundred pa-

tients re]x>rted a considerable number of occur-

rences. The occurrences least frequently reported

fell mainly in the areas of personal hygiene and sup-

portive care and included such items as bed and

room not made neat and orderly' and insufficient

clean towels. The most frequently reported omis-

sions in care were in the area of rest and relaxation

and included too much noise and poor air in the

room.

The 60 hospitals that participated in the study

are short-term general, nonfederal hospitals, hav-

ing between 100 and 500 daily average patients. Of
the 8660 patients in the study, 39 per cent were
males and 61 per cent females. The male median
age was 51. The female median age was 39. Fifty'-

two per cent of the patients were in private or two-

bed room accommodations. All these characteristics

compare very closely to the national average for

short-term general nonfederal hospitals.

Unfulfilled Needs. Patients reported the follow-

ing events on the check list as the 10 top unfulfilled

needs

:

1. There was too much noise in the hall.

2. Other patients made disturbing noises.

3. My food was cold when served.

4. Xo answer to my call for a nurse for a long

time.

5. Got waked up too early for temperature tak-

ing.

6. Air in room was poor.

7. My nurse is always in a hurry.

8. Thermometer left in too long.

9. Xo one checked the needle in my arm to see

that the fluid was running.

10.

My bath, meal, or rest period was interrupted

by' treatment.

II. Factors Affecting Patients' Opinions of Their

Nursing Care

(Analysis of Omissions in Care Reported in

Accordance with Age, Sex, Marital Status and

Type of Room Accommodation)

The unhappiest patient in a hospital is a young

unmarried female in a large adult ward (non-

obstetrical). At the other extreme, the happiest

patient is a married male over 60 years of age in a

private or semiprivate room.

Age. The age of the patient-— more than any

other patient characteristic studied — seemed to

make the most significant difference in the number

of unfulfilled needs reported. Younger patients con-
continued on page 328
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the clinical results are positive when

restores positive nitrogen balance

The anabolic effects of Nilevar are quickly manifest both to the patient

and to the attending physician.

When loss of nitrogen delays postsurgical recovery or stalls

convalescence after acute illness and in severe burns and trauma,

Nilevar has been found to effect these responses:

• Appetite improves • The patient feels better

• Weight increases • The patient recovers faster

Similarly Nilevar helps correct the “protein catabolic state” associated

with prolonged bed rest in carcinomatosis, tuberculosis, anorexia nervosa

and other chronic wasting diseases.

Nilevar is unique among anabolic steroids in that

androgenic side action is minimal or absent in appropriate dosage.

Nilevar (brand of norethandrolone) is supplied as tablets of 10 mg. and

ampuls (1 cc.) of 25 mg. The dosage of both forms is from 10 to 50 mg. daily.

s
Research in the Service of Medicine.

G. D. SEARLE & CO., CHICAGO 80, ILLINOIS
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PATIENTS AND PERSONNEL SPEAK
continued from page 326

sistently reported more unfulfilled needs than older

ones. Of the total group of 9000 patients, 33 per

cent reported that all their needs were filled
;
only

24 per cent of the patients under 20 reported com-

plete satisfaction with their care ; while 40 per cent

of the patients 60 and over said that they had all

their needs met.

Sex. When the sex of patients was studied,

males seemed a little more satisfied than females.

In the hospitals studied, 35 per cent of the males

reported that all their needs were met. The number
of women who were completely satisfied was 29.7

per cent, excluding obstetrical patients, who as a

group were as happy as males.

Marital Status. Marital status also seemed to

make a difference in the amount of unfulfilled needs

that were reported. Among the single patients,

nearly 28 per cent said that all their needs were met

;

while among the married patients, 34 per cent said

that they were completely satisfied.

Type of Accommodation. The effect of different

size room accommodations upon the patient’s satis-

faction could not be clearly determined from this

study. Patients in large, open wards report slightly

more unfulfilled needs than do patients in private

or two-bed rooms— but the difference was not

great enough to be of practical importance.

III. What Personnel Say About Nursing Care

W hat aspects of patient care do personnel feel

are being neglected ? Are these needs the same as

those perceived by patients ?

To answer these and other questions the Public

Health Service surveyed approximately 10,000 hos-

pital administrators, doctors and nursing personnel.

Similar Xecds Perceived. Many unfulfilled

needs reported by patients most frequently were

also reported by personnel. The noise in hospital

rooms and corridors was the top event reported

most frequently by patients and personnel. Other
similarities of reporting related to cold food being

served to patients
;
awakening patients too earlv

:

and poor ventilation in rooms.

There was also close agreement among personnel

as to what specific needs were not being fulfilled.

All personnel (hospital administrators, doctors, and
nurses) agreed that the nurse was given too much
work to do

;
that the patients had to wait too long to

have lights answered
;
that patients making noise

disturbed other patients
;
and that patients com-

plained about being awakened too early.

More Information, Please. Hospital adminis-

trators reported the same top events most fre-

quently as other hospital personnel with the addi-

tion of the comment “Insufficient information given

RHODE ISLAND MEDICAL JOURNAL
about the patient’s condition.”

“Visitors interfered with treatments or medica-

tion,” was among the top events reported by hos-

pital administrators.

Many hospital administrators stressed the im-

portance of better orientation for all hospital em-
ployees. They felt that this was one way to improve
patient care.

A o Time for Nursing. Doctors were most vocal

about nurses not having time to do nursing care

because of the volume of paper work that seemed
to be required.

Doctors, like hospital administrators and nurses,

were keenly aware of the noises made by other

patients, personnel, and hospital equipment.

One of the top 10 most frequently reported un-

fulfilled needs of patients observed by doctors was
that patients did not receive their medications on

time.

Likewise, doctors and nursing administrators

reported that patients did not get enough attention

from nurses.

Part-Time Personnel Problems. As for the hos-

pital administrative personnel, part-time nursing

personnel presented a continuing problem to the

nursing administrator in orientation, supervision,

and replacement.

Some professional staff nurses— as did other

nursing personnel— recognized that patients had

to wait too long to have their lights answered, and

many times because of this, get out of bed against

orders.

Auxiliary Personnel Comment. Practical nurses,

nursing aides, and orderlies apparently spend more
time with patients than other nursing personnel.

The unfulfilled needs reported most frequently by

professional nurses were also reported by auxiliary

nursing personnel— only in greater volume.

Many auxiliary personnel said that they were as-

signed to care for patients beyond their capabilities.

Auxiliary personnel also voiced the need for

training.

Practical nurses expressed the wish to lie given

the opportunity to do the things for which they

were trained.

Many auxiliary nursing personnel felt that they

were greatly underpaid since they were doing the

work usually done by a professional nurse.

Characteristics of Personnel. The number of

unfulfilled needs reported by participants was

analyzed according to the age, sex, marital status,

and length of employment of the person filling out

the form. The most significant finding was that the

number of unfulfilled needs decreases as the age

of the participant rises.

Recurrent Theme. A recurrent theme in these

studies is that nursing personnel have to spend too
continued on page 336
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new

improved

formula!

THERAGRAN
Squibb Vitamins for Therapy

expanded to include certain essential vitamins

extra value . .

.

at no extra cost to your patients

Theragran—the original and most widely prescribed

therapeutic vitamin preparation—is now expanded

to provide additional nutritional support for your

adult patients. In keeping with the proposals of in-

vestigators, such vitamins as B,*, pyridoxine and

d-calcium pantothenate have been added to the

formula, and the ascorbic acid content has been in-

creased. These improvements in the Theragran for-

mula provide your patients with extra value at no

additional cost.

Each new, improved Theragran capsule supplies:

Vitamin A 25,000 U.S.P. Units

Vitamin D 1,000 U.S.P. Units

Thiamine Mononitrate 10 mg.

Riboflavin 10 mg.

Niacinamide 100 mg.

Ascorbic Acid 200 mg.

Pyridoxine Hydrochloride 5 mg.

d-Calcium Pantothenate 20 mg.

Vitamin B 12 activity concentrate 5 meg.

1 or more capsules daily as recommended by a physician.

Family Pack of 180. Bottles of 30, 60, 100 and 1000.

ALSO AVAILABLE

new! THERAGRAN JUNIOR
formulated for vitamin therapy in children and adolescents

as Theragran is formulated for adults.

THERAGRAN LIQUID
for patients who prefer liquid vitamin therapy

THERAGRAN-M
with extra vitamins and minerals

t SQUIBB TRADEMARK

Squibb

'THERAGRAN * IS A SQUIBB TRADEMARK

Squibb Quality-

the Priceless
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Unusual Antibacterial and Anti-infective Properties. More rapid absorption
. . . higher and better sustained plasma concentrations . . . more soluble
in acid urine than other sulfonamides . . . freedom from crystalluria and
absence of significant accumulation of drug, even in patients with
azotemia. 1

Unprecedented Low Dosage. Less sulfa for the kidney to cope with . .
.
yet

fully effective. A single daily dose of 0.5 to 1.0 Gm. (1 to 2 tablets) main-
tains higher plasma levels than 4 to 6 Gm. daily of other sulfonamides—
a notable asset in prolonged therapy. 2

New Control Over Sulfonamide-sensitive Organisms. Kynex maintains the
prolonged, high tissue concentrations of primary importance in treat-

ment of urinary infections ... a therapeutic asset toward preventing

,
manifest pyelonephritis as a complication of persistent bacteriuria during
pregnancy and puerperium. Maintenance of sterile urine in such patients
was accomplished with 1 tablet of Kynex daily. 3

Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day,
followed by 0.5 Gm. (1 tablet) every day thereafter, or 1 Gm. every other
day for mild to moderate infections. In severe infections where prompt,
high blood levels are indicated, the initial dose should be 2 Gm. followed
by 0.5 Gm. every 24 hours. Dosage in children, according to weight;
i.e., a 40 lb. child should receive x

/i of the adult dosage. It is recommended
that these dosages not be exceeded.

KYNEX-WHEREVER SULFA THERAPY IS INDICATED
Tablets: Each tablet contains 0.5 Gm. (7'A grains) of sulfamethoxypyri-
dazine. Bottles of 24 and 100 tablets.

Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250
mg. of sulfamethoxypyridazine. Bottle of 4 fl. oz.

References: 1. Grieble, H. C. and Jackson, G. G.: Prolonged Treatment of Urinary-
Tract Infections with Sulfamethoxypyridazine. New England J. Med. 258:1-7, 1958.

2. Editorial New England J. Med. 258:48-49, 1958. 3. Jones, W. F., Jr. and Finland, M.:
Sullamethoxypyridazine and Sulfachloropyridazine. -4nn. New York Acad. Sc. 60:473-
483, 1957.

*Reg. U. S. Pat. Off.

LEDERLE LABORATORIES
a Division of
AMERICAN CYANAMID COMPANY
Pearl River. New York
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HOUSE OF DELEGATES

of the

RHODE ISLAND MEDICAL SOCIETY

Report of Meeting Held on April 23, 1958

AMEF.TiNGof the Houseof Delegatesot the Rhode

Island Medical Society was held at the Med-
ical Library, Wednesday, April 23, 1958. The meet-

ing was called to order by the president, Doctor

George W. Waterman at 8:20 p.m. The follow-

ing delegates were in attendance: from BRIS-
TOL COUNTY, Ulysse Forget. M.D.; from

KENT COUNTY, Peter C. Erinakes, M.D.

;

Edmund T. Hackman, M.D., and Russell P.

Hager. M.D.
;

from NEWPORT COUNTY,
Philomen P. Ciarla, M.D. ; from PAWTUCKET
DISTRICT. Robert C. Hayes, M.D.

;
Alexan-

der Jaworski, M.D.
;
and Hrad H. Zolmian,

M.D.
;
from WASHINGTON COUNTY,

Hartford P. Gongaware, M.D.; James A.

McGrath, M.D. ; and Samuel Farago, M.D.
;
OF-

FICERS OF THE RIMS, George W. Water-

man, M.D.
;
Francis B. Sargent, M.D.

;
Thomas

Perry, Jr., M.D.
;
and John A. Dillon, M.D. ; IM-

MEDIATE PAST PRESIDENT OF RIMS,
Charles L. Farrell. M.D.

;
PROVIDENCE MED-

ICAL ASSOCIATION, Charles J. Ashworth,

M.D. ; Irving A. Beck, M.D.
;
Alex M. Burgess,

Jr., M.D. : Wilfred I. Carney, M.D.
;
Francis H.

Chafee, M.D.
;
William B. Cohen. M.D.

;
Harry E.

Darrah, M.D.
;
Michael DiMaio, M.D.

;
William

J. H. Fischer, Jr., M.D.
;
Frank D. Fratantuono,

M.D.
; J. Merrill Gibson, M.D.

;
John F. W. Gil-

man. M.D.
;
Seebert J. Goldowskv, M.D.

;
Stanley

Grzebien, M.D.
;
John C. Ham, M.D.

;
Joseph

Hindle, M.D.
;
Albert H. Jackvony, M.D.

;
Ernest

K. Landsteiner, M.D.
;
Joseph G. McWilliams,

M.D.; Rudolph W. Pearson. M.D.
;
Arnold Por-

ter, M.D.
;
William A. Reid, M.D.

;
Louis A. Sage,

M.D.
;
James J. Sheridan. M.D. : and Stanley D.

Simon, M.D.

Also in attendance were twelve members of the

Society, non-members of the House of Delegates,

and the Executive Secretary, John E. Farrell.

REPORT OF THE SECRETARY
I )octor Thomas Perry read his report as follows :

At a meeting held since the January meeting of

the Houseof Delegates the Council took the follow-

ing actions

:

1.

It voted that the president be the official rep-

resentative of the Society to present the proposed

Medicare proposal of the Society at a hearing before

the Dependents’ Medical Care Advisory Commit-
tee in Washington on May 9, and further, that the

executive secretary attend the hearing with the

president.

2. It voted that the sum of $200 be donated to

the Blood Banks Association of New York State,

as the agency handling accounts for the Northeast

District Clearing House of the American Associa-

tion of Blood Banks. This donation is made in

recognition of the acceptance of the entire cost of

the program for the past two years by the Medical

Society of the State of New York.

3. It voted that the president be authorized to

name the Society’s representative for the planning

committee of the New England Postgraduate As-

sembly to be held in Boston in November.
4. It voted, after careful review of suggested

nominations for Doctor of the Year in Rhode
Island, that no nomination should be made for

this year.

5. It reviewed and approved a recommendation

from the Committee on Diabetes that the Com-
mittee be authorized to sponsor a one-week camp
period at Camp Fuller, Wakefield, Rhode Island,

for diabetic youngsters.

6. It recommended that the secretary call to the

attention of district medical society secretaries the

names of physicians licensed in Rhode Island, and

presumably practicing in the state, who are not

members of the Rhode Island Medical Society, and

request information as to why such physicians have

not applied for medical society memberships.

Action: It was moved that the report of the

secretary be approved and placed on file. The mo-
tion was seconded and adopted.

RECOMMENDATIONS FROM
THE COUNCIL

The secretary reported that the Council recom-

mends as follows

:

1. That the following be continued as trustees of

the Benevolence Fund of the Society with terms to

conclude at the time of the Annual Meeting in the

years designated

:



JUNE, 1958

Henry J. Hanley, m.d., of Pawtucket (1959)

George W. Waterman, m.d., Providence (1960)

David Freedman, m.d., of Providence (1961)

Action: It was moved that the recommendation

he adopted. The recommendation was seconded

and passed.
* * *

2. The Council recommends that the 148th An-

nual Meeting of the Society be held in Providence

on May 12 and 13, 1959.

Action: The recommendation was seconded and

adopted.

NOMINATIONS FOR OFFICERS AND
STANDING COMMITTEES FOR 1958-59

The secretary noted that each delegate had re-

ceived in his handbook for the meeting a ballot list-

ing nominees for Officers and Standing Committees

submitted by the Council in accordance with the

By-Laws of the Society. (Copy of this ballot is

made part of the official minutes of this meeting.)

Doctor Waterman called for counter nomina-

tions. There were none.

Action: It was moved that the slate of nominees

submitted by the Council he declared elected by the

House of Delegates of the Society. The motion was

seconded and adopted.

COMMUNICATIONS
The secretary reported receipt of a copy of a

letter directed to the State Director of Health by the

chairman of the Society’s Child-School Health

Committee. He read the letter which stated the

position of the Committee relative to possible legis-

lative action concerning sight conservation. (Copy
of this letter is made part of the official minutes of

this meeting.)

This communication was discussed by members
of the House, and by permission of the House, by

Doctor H. Frederick Stephens.

Action: It was moved that the House approve

the communication sent to the State Director of

Health by the chairman of the Child-School Health

Committee. The motion was seconded and

adopted.

BENEVOLENCE FUND
The president noted that the report of the trus-

tees of the Benevolence Fund had been submitted

to the delegates in the handbook.

Action: It was moved that the report of the trus-

tees of the Benevolence Fund be received and
placed on file. The motion was seconded and
adopted.

CHARLES V. CHAPIN HOSPITAL
COMMITTEE

The president noted that the preliminary report

from the Chapin Hospital had been included in the

handbook to the delegates.
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The report was discussed by members of the

House.

Action: It was moved that the report be ap-

proved and the Committee instructed to continue

its study. The motion was seconded and adopted.

* * *

Action: It was moved that the House recom-

mend to the Governor of the state that the Charles

V. Chapin Hospital Contagious Disease Unit be

continued until the general hospitals of Rhode

Island are fully prepared to handle cases in epi-

demic proportion. The motion was seconded and

adopted.

COMMITTEE REPORTS
The following reports of committees as sub-

mitted to the delegates in the handbook, or pre-

sented orally at the meeting, were approved by the

House : Cancer Committee, Child-School Health

Committee, Diabetes, Highway Safety, Industrial

Health, Library, Public Policy and Relations,

Science Fair, Scientific Work and Annual Meeting,

Board of Trustees of the Medical Library, Blood

Bank Committee, Medical Defense and Grievance

and Mental Health.

(Reports in writing submitted for any of the

above committees are made part of the official

minutes of this meeting.)
concluded on next page
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HEALTH INSURANCE COMMITTEE
Doctor Robert C. Haves, chairman of the Health

Insurance Committee, reported that his committee

is developing group insurance proposals to provide

coverage for members of the Society for overhead

insurance and for catastrophic hospital-nurse insur-

ance. He discussed the work of his committee.

Action: It was moved that the House endorse in

principle the proposals for additional group insur-

ance coverages to he offered to the membership,

and instructed the Committee to submit the best

possible plans for the individual consideration of

the members. The motion was seconded and

adopted.

SURGICAL STUDY COMMITTEE
Doctor Perry read the report of the Subcommit-

tee, copy of which was submitted to the delegates in

their handbook and copy of which is made part of

the official record of this meeting.

Doctor J. Merrill Gibson read a minority report,

copy of which he distributed to each member of the

House, and a copy of which is made part of the offi-

cial minutes of the meeting.

Doctor Waterman discussed the importance of

the proposal before the House of Delegates and he

reviewed the work of the Study Committee.

There was general discussion of the reports.

A motion that no decision be arrived at by the

House at this time until further study is made, was
seconded, but after general discussion the motion

was withdrawn.

Doctor Perry read a report received from the

Providence Surgical Society, copy of which was
given to each delegate, and copy of which was made
part of the official records of this meeting.

Action: It was moved that the report of the Sub-

committee of the House of Delegates relative to the

extension of Physicians Service, as voted at the

Committee’s meeting on March 28, 1958, and as

submitted to the House in the official handbook

E. P. Anthony, Inc.

Wilbur E. Johnston Raymond E. Johnston

178 ANGELL STREET
PROVIDENCE, R. I.

GAspee 1-2512
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prior to this meeting, he approved and made the

policy of this Society. The motion was seconded.

The report of the subcommittee was as follows:

That the Committee vote to rescind the action taken
at its first meeting not to extend the Physicians

Service Program except on an indemnity basis, and
that it now declare that it favors an additional pro-

gram with an increase in income limits and benefits

and with a $5,000 top limit for income classification

at this time, said additional program to he service-

indemnity for surgeons, assistant surgeons, and
anesthetists, and indemnity for all other physicians’

services, and that it also declare that it feels that in

view of the fact that economic conditions change
constantly the financial structure of the entire Phy-
sicians Service Program should be reconsidered at

regular intervals
;
and the Committee moves fur-

ther that the fee schedule for the additional program
be prepared by a committee of the Rhode Island

Medical Society appointed from its membership by
the president of the Society.

On the rollcall vote the motion was carried by a

vote of 21 to 17.

* * *

Action: It was moved that the reconsideration

of the Physicians Service program at regular inter-

vals, as stated in the report adopted by the House,
he at least every two years

;
and further, that any

adjustment in the schedule of fees be made in ac-

cordance with the changes in the cost of living.

The motion was seconded. On a show of hands vote

the motion was adopted by 17 to 11 vote.

PRESS RELEASE
It was agreed by the House that a release should

he issued to the press, radio and television media

regarding the major actions taken by the House at

this meeting.

ADJOURNMENT
The meeting of the House was adjourned at

1 1 :04 p.m.

Respectfully submitted,

Thomas Perry, Jr., m.d., Secretary

Curran & Burton, Inc.

INDUSTRIAL
AND WHOLESALE

COAL OIL
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PROVIDENCE, R. I.

DExter 1-3315
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continued from page 328

much time away from patients. “Bookwork,” house-

keeping, and dietary activities were pointed out as

consuming most of the time nurses spend away
from patients.

IV. What Hospitals Have Done to Improve

Patient Care

Specific Programs for Improving Patient

Care Proposed by Representatives of the

Sixty Participating Hospitals

Quiet, Please. The point of dissatisfaction re-

ported most frequently by the 20,000 patients and
personnel participating in the study was noise:

Xoise made by critically ill patients, by personnel,

and by mechanical objects such as radios, television

sets, supply carts and trucks.

Some of the general suggestions offered to com-
bat noise include conducting studies to find the

exact source of the noise, establishing noise abate-

ment committees, or conducting silence campaigns.

It was suggested that noise from patients could

be cut down by segregating disoriented patients or

opening a unit for acutely ill patients.

Increasing visiting hours should lessen noise by

reducing the number of visitors coming into a

patient’s room at one time.

Noise from personnel could be curtailed through

orientation or inservice education programs and

special training in handling equipment.

Other noise abatement measures suggested for

personnel were : limiting phone messages, placing

warning signs in strategic places such as elevators,

nurses’ stations, utility rooms, linen rooms and

ward kitchens, and providing conference rooms for

reports to eliminate noise in nurses’ stations.

To combat the mechanical noise problem, it was

suggested that radios and television sets could be

turned off at a specified hour or that doors could be

kept closed to rooms where sets were playing. Hos-

pitals could buy earphones for bedside radios and

rent them to patients.

Noisy equipment could be padded with sponge

rubber. Other factors disturbing to rest and re-

laxation concerned nursing practices such as early

morning temperatures. These perhaps could be

taken care of by rearranging the time of taking

temperatures or even eliminating the a.m. tempera-

ture in some cases with medical approval.

Other suggestions pertaining to patient comfort

included air conditioning or individual room

thermostats, and corridor lights placed so they are

not directly in front of patients’ rooms.

Nurse-Patient Relationships. Communication

between the patient and the nurse was another

crucial need which was pointed out by the study

findings. It was agreed that above all. communica-

tion with the patient should not he left to untrained
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subsidiary workers. A coordinator might be ap-

pointed who would have more time to spend witli

the patients.

A floor manager could relieve the head nurse of

non-nursing functions, allowing her more time with

the patient.

Another way of establishing greater rapport with

patients was a “beat the light” campaign— fre-

quent general rounds by the nursing staff to antici-

pate patients’ needs.

Attitudes of both patients and personnel have an
important bearing on their relations to one another.

The suggestion is made that an instruction card or

other type of informational material for the patient

be prepared which the admitting office and nursing

personnel could use to help him understand what is

going to happen to him.

When a patient is permitted to do things for

himself, such as bath or a.m. care, it should be made
clear to him that this is for his own good and is not

an indication of shortage of nurses or neglect on
the part of the nursing staff.

Dietary and Housekeeping. It was proposed
that trays be served at times convenient to all and
that nursing personnel should be back from lunch

before the trays are served.

It was also suggested that convalescent patients

could be served in a dining room area.

Under housekeeping, principal complaints re-

lated to unsanitary conditions in bathrooms. Sug-
gestions were made for improvements in house-

keeping services. These included developing check
lists similar to those used in hotels for housekeeping

and cleaning procedures and making the house-

keeping department responsible for delivery of all

clean linen to patients. Another proposal would
make housekeeping responsible for general cleaning

such as bathrooms, beds, equipment and furniture

in rooms.

A number of general recommendations could

apply to both dietary and housekeeping services,

such as ( 1 ) increasing the quality of personnel in

these departments as well as to quality of their

supervision and (2) having the dietitian or house-
keeper make rounds and talk with patients. Efforts

should be made to improve and maintain good inter-

departmental relationships through discussion of

problems with nursing, hospital administration

and/or dietary and housekeeping departments or
through active educational programs.

Bibliography
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PATIENTS AND PERSONNEL SPEAK

concluded from page 337

and Personnel (in 4 parts) by Faye G. Abdellah and

Eugene Levine

:

(1) What Patients Say About Nursing Care

(Nov. 1, 1957, Vol. 31, No. 21, Page 44)

(2) What Factors Affect Patients’ Opinions of Their

Nursing Care

(Nov. 16, 1957, Vol. 31, No. 22, Page 61)

(3) What Personnel Say About Nursing Care

(Dec. 1, 1957, Vol. 31, No. 23, Page 53)

(4) What Hospitals Have Done to Improve Patient

Care

(Dec. 16, 1957, Vol. 31, No. 24, Page 43)
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ANNUAL REPORTS ... 1957 - 58

THE RHODE ISLAND MEDICAL SOCIETY

BENEVOLENCE FUND
The Benevolence Fund of the Rhode Island

Medical Society was officially established by the

House of Delegates in 1955 and first contributions

to the Fund were received that year. A summary of

the contributions subsequently is as follows :

Total Contributions for 1955 $1,131.00

Total Contributions for 1956 1,073.00

Total Contributions for 1957 2,701.85

Accumulated interest for the three years

amounted to 101.79

Total receipts to the Fund for 1955-

1956-1957 were $5,007.64

Total expenditures made to aid three physicians

and their families in 1956 and 1957 were $1,916.40.

Cash Balance in savings account December 31,

1957, was $3,091.24.

In accordance with the recommendation of the

House of Delegates in 1957, several of the district

medical societies have agreed to urge their member-
ship to make a voluntary contribution to aid the

Benevolence Fund. The Woonsocket District Med-
ical Society reported 100% subscription from its

membership and the Providence Medical Associa-

tion sent a special appeal at the time of the mailing

of its 1958 membership dues bills urging that each

member contribute at least $5 to the Fund.

As a result of this stimulus the Fund has re-

ceived so far in 1958, $2,320.00.

The Trustees again urge members of the Society

to support this most worthy project to assist the

physicians of Rhode Island and their families, when
such physicians are unfortunate enough to be dis-

abled and unable to carry on their medical practice.

We also request that physicians notify the Trustees

of any physician or his family faced with financial

hardship.

Respectfully submitted,

Trustees of the Benevolence Bund

of the

Rhode Island Medical Society

David Freedman, m.d.

Henry J. Hanley, m.d.

George W. W aterman, m.d.

BLOOD BANK
The Blood Bank Committee of the Rhode Island

Medical Society during the past year has met jointly

with the Rhode Island Association of Blood Bank
Directors with activity directed as follows

:

a ) Formation of a subcommittee to investigate

establishment of a schedule of blood bank charges

which would be uniform throughout the state. This

schedule is completed and is pending discussion and
action by the various hospitals in the state.

b ) A subcommittee, together with a committee

from the Rhode Island Hospital Association is in-

vestigating ways and means of discouraging insur-

ance carrier provisions which guarantee payment
of hospital charges for blood, since the bulk of these

charges is made up of a refundable penalty fee de-

signed to stimulate donor replacement.

c) Planning the establishment of an inspection

system geared to insure the use of adequate stand-

ards and techniques in blood banks and donor rooms
throughout all hospitals in the state.

d ) Discussing closer co-operation and more ade-

quate methods of blood exchange between hospitals,

especially as applied to group pre-deposit donor

plans for which there is increasing popular demand.

It has been a pleasure to serve the Medical So-

ciety in this capacity during the past year.

Respectfully submitted,

Enold H. Dahlquist, Jr., m.d., Chairman

CANCER

As chairman of the Cancer Committee of the

Rhode Island Medical Society, I report that we are

working on plans for a postgraduate teaching

seminar for general practitioners to be held in the

fall of 1958.

We also are in the preliminary stages of arrange-

ments for a cancer conference which will probably

be held in November, 1958.

Herbert E'anger, m.d., Chairman

CHARLES V. CHAPIN HOSPITAL

Preliminary Report

The following provisional suggestions have been

advanced by Doctor Theodore H. Ingalls, consult-

ant to the Committee

:

continued on page 342



Officers and Elected Committees 341

TTTTTTTTTTTTTTTTTT T TTTTTTTTT TTTTTT TTT TT T r TTTTTTTT T TT TT'TTTTTTTTTTT TT T TTT T TT

OFFICERS AND ELECTED COMMITTEES— 1958 - 1959

THE RHODE ISLAND MEDICAL SOCIETY

OFFICERS
President: Francis B. Sargent, m.d.. Providence
Vice President: Samuel Adelson, m.d., Newport

President-Elect: Alfred L. Potter, m.d.. Providence
Secretary: Thomas Perry, Jr., m.d.. Providence
Treasurer: Francis V. Garside, m.d., Providence

STANDING COMMITTEES
(Providence district unless indicated otherwise after name)

President and Secretary, ex officio, and nine members elected by the House of Delegates

Industrial Health
Stanley Sprague, M.D., Chairman, Pawtucket
George F. Conde, m.d.

G. Edward Crane, M.D.

Thomas J. Dolan, M.D.

Augustine W. Eddy, m.d., Woonsocket
Joseph C. Johnston, M.D.

A. Lloyd Lagerquist, M.D.

Paul J. Rozzero, M.D.

Michael A. Tarro, m.d.

Library

Irving A. Beck, M.D., Chairman
Anthony Caputi, M.D., Newport
Donald L. DeNyse, m.d., Cranston
Herbert Ebner, m.d.

Seebert J. Goldowsky, m.d.

Russell Hager, m.d., Edgewood
Lewis B. Porter, m.d.

Walter Jones, m.d.

Francesco Ronchese, m.d.

Medical Economics
John F. W. Gilman, M.D., Chairman
Charles L. Farrell, M.D., Pawtucket
Edward L. Horan, M.D., Pawtucket
Jean M. Maynard, M.D., West Warwick
Gustavo A. Motta, m.d.

Jose M. Ramos, m.d., Newport
Stanley D. Simon, m.d.

Edwin Vieira, M.D., East Providence
Albert Gaudet, M.D., Pawtucket

Publications

John E. Donley, M.D., Chairman
Charles J. Ashworth, M.D.

Alex M. Burgess, Sr., m.d.

John A. Dillon, M.D.

Herbert Fanger, m.d.

Henri E. Gauthier, M.D., Woonsocket
Seebert J. Goldowsky, M.D.

William J. MacDonald, M.D.

Peter L. Mathieu, M.D.

Medical Defense and Grievance
Earl F. Kelly, M.D., Chairman, Pawtucket
Rocco Abbate, M.D., Warwick

Samuel Adelson, M.D., Newport
Charles J. Ashworth, M.D.

Mihran A. Chapian, M.D.

Frank W. Dimmitt, M.D.

Augustine W. Eddy, M.D., Woonsocket
Arcadie Giura, M.D., Warren
Herbert E. Harris, M.D.

John C. Myrick, M.D.

Lawrence A. Martineau, M.D.

Thomas A. Nestor, M.D., Wakefield
Alfred L. Potter, M.D.

Carl S. Sawyer, M.D.

Stanley Sprague, M.D., Pawtucket
Howard W. Umstead, M.D.

Public Policy and Relations

Arnold Porter, M.D., Chairman
Harry E. Darrah, M.D.

Frederick C. Eckel, M.D., Westerly

Janis Gailitis, M.D., Newport
Hubert Holdsworth, M.D., Bristol

Thomas J. Lalor, Jr., M.D., Woonsocket
Ernest K. Landsteiner, M.D.

Charles B. Round, M.D., Warwick
Hrad H. Zolmian, M.D., Pawtucket

Public Laws
James H. Fagan, M.D., Chairman
Freeman B. Agnelli, M.D., Westerly
Robert T. Henry, M.D., Pawtucket
Herbert E. Harris, M.D.

Albert H. Jackvony, M.D.

Auray Fontaine, M.D., Woonsocket
Edward A. McLaughlin, M.D.

William A. Reid, M.D.

Adrien G. Tetreault, M.D., Pawtucket

Scientific Work and Annual Meeting
Alex M. Burgess, Sr., m.d.. Chairman

J. Murray Beardsley, M.D.

Kenneth G. Burton, M.D.

John A. Dillon, M.D.

Jesse P. Eddy III, M.D.

Marshall N. Fulton, M.D.

Banice Feinberg, m.d.

Thomas Forsythe, m.d.

Stanley Sprague, M.D., Pawtucket
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ANNUAL REPORTS
continued from page 340

1. The Chapin Hospital function should not be

abruptly changed on an arbitrarily set date

:

nor can future function he rigidly defined at

this time.

2. The future activity of the hospital should be

gradually determined in the light of changing

demands and progress in medicine. My sug-

gestion is that provision be made for multiple

functions with the accomplishments and use-

fulness of each unit to be reviewed during

1958. The Psychiatric Unit, the Richardson

and East Wings, and the Hindle Building are

essential. Maintenance of competent intern

and resident staff thus becomes an urgent

necessity to assure continuous staff function-

ing of the hospital after July 1, 1958.

3. Two units should remain flexible enough to

care for a variegated daily load of communi-

cable disease such as that admitted since Jan-

uary 1, 1958, or to be pressed into service in

the event of epidemic or threat of epidemic.

Communicable disease is largely controllable

but not conquered. An unused pavilion is no

more a sign of inefficiency than an unused fire

station. Xo future outbreak of polio may be as

bad as that of 1955 (429 admissions) but two

years’ interval is far too short a time to declare

that polio has been licked to such a degree that

a state the size of Rhode Island will not have

another outbreak of polio. A former Commis-
sioner of Public Health of the State of Massa-

chusetts, now dean of a great Midwestern

school of medicine, feels sure that there will

be another call for isolation and polio services.

The combination of the Richardson and East

Wings should provide an ample reserve.

4. The possible function of the West Building

should he evaluated further. Serious thought

should be given to its use for bringing together

from other hospitals in Rhode Island the

staphylococcal surgical sepsis cases that are

beginning to be the bane of the modern hos-

pital. Isolation may be one of the contem-

porary solutions of this growing and as yet

unsolved problem.

5. Every effort should be made to avoid rigidity

of hospital function. The emphasis is on ver-

satility to meet change of problem and re-

search. The progressive hospital, alert to

change and even capable of pacing it is one

that is cultivating research interest. Specific

suggestions will be made later.

6. Reclaimed space should be devoted to city and

state health laboratory needs, especially for

the Department of the Medical Examiner.

Hannibal Hamlin, m.d., Chairman

RHODE ISLAND MEDICAL JOURNAL
CHILD-SCHOOL HEALTH

The committee has been gratified this past year

to learn that their recommendations to the Provi-

dence School Committee on the medical services to

school children have been implemented in some
areas, although, due to various circumstances, the

major recommendations have not been carried out.

Other school departments in the state, however,

have followed the recommendations rather closely.

The major project, during this past year, has

been the sponsoring of a lecture series given in co-

operation with Brown University and the Rhode
Island Department of Education for school teach-

ers and school nurses. It was extremely well re-

ceived. Ten speakers were presented, six of whom
were from Rhode Island.

The committee has held one meeting with repre-

sentatives from various school committees through-

out the state to explore the subject of “the excep-

tional child and what is being done in this state to

serve him.” There was a valuable exchange of ideas,

but it was felt that we, as a professional society,

could offer our services to the Department of Edu-

cation and help them in any way they see fit.

The committee has been contacted regarding the

present General Laws relating to “Fortification of

Milk.” In the 1957 General Assembly, a bill was

passed which allowed the addition of a number of

minerals and vitamins to the milk. This committee

was approached by some members of the Milk Deal-

ers’ Association who are opposed to it. It was the

unanimous opinion of the committee as well as the

American Academy of Pediatrics and the Provi-

dence Milk Commission that the law be amended

to allow only the addition of vitamin A and D to

the milk.

More recently, Doctor H. Frederick Stephens

has asked the committee to consider a proposal by

the Lions Club Sight Conservation Committee to

change legislation for sight conservation in the

schools. The committee agreed that the recommen-

dations by Doctor Stephens to the Lions Club made

in 1957 were acceptable. It was suggested that no

change be made from the original recommenda-

tions.

John T. Barrett, m.d.. Chairman

DIABETES

In 1957 the Committee on Diabetes devoted its

detection campaign activity to the testing of school

children and selected industrial groups.

With the cooperation of the Health chairman of

the Congress of Parents and Teachers, all the

P.T.A. Units were invited to participate in the

detection campaign by purchasing dreypaks at cost.

Seventy-five units purchased a total of 33.353

dreypaks.

Through the cooperation of the Department of
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Employment Security of the State a list of major

industrial concerns was submitted to the Committee

and an invitation was directed to them to partici-

pate in the program along the same lines as the

P.T.A. groups. A total of sixty-five industrial con-

cerns purchased a total of 20,990 dreypaks through

the Society.

The dreypaks were prepared with the return en-

velope addressed to the Division of Laboratories of

the State Health Department. As of this date the

Division of Laboratories has processed 9,584 drey-

pak test strips. Of this number 67 had suspicious

or positive results.

The State Department of Health notified all

those whose tests were positive, and also their per-

sonal physician. The following form letters were

utilized hv the Director of Health.

Re

Dear Dr
The above-named person participated in the

recent diabetes screening project and designated

you as the physician to whom a report should he

sent. The urine test by the Dreypak method was
positive.

The patient has been advised that the results

of the test showed a possibility of diabetes but

that a diagnosis cannot be made without further

examination. This person has been urged to see

you at the earliest opportunity so that further

study can he made.

Sincerely yours,

/s/ Edward A. McLaughlin, m.d.

Director of Health

Dear Friend:

Your recent diabetes test showed that your

urine sugar was above what is usually considered

as normal. This suggests that you may have dia-

betes. A definite diagnosis cannot be made
without an examination which your own doctor

can do for you. When diabetes is found and

treated early, it is much easier to control.

We are forwarding the results of your test to

your doctor. We urge you to see him at your

earliest opportunity.

If your relatives and friends have not had a

diabetes test, urge them to have one soon.

Sincerely yours,

/s/ Edward A. McLaughlin, m.d.

Director of Health

In view of this approach to the detection cam-

paign whereby an active state-wide organization,

such as the Congress of Parents and Teachers, can

participate in the work, the Committee recommends
continued on next page
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that the 1958 campaign be continued along similar

lines. The Committee recommends that the state

P.T.A. officials poll their respective units through-

out the state during the spring of 1958 alerting

them to the importance of the program and urging

them to place an order before June for the number
of testing strips they will purchase for use in their

respective schools during the November campaign.

If this plan is adopted it would he possible to secure

from the American Diabetes Association the testing

strips, campaign literature, and posters to he sent

directly to the central office of the P.T.A. early in

the fall and to be distributed by that office to the

various units.

The Society’s Committee, with the cooperation

of the Executive Office of the Society, would assist

the P.T.A. ’s in every way possible and would place

the order with the American Diabetes Association

for the necessary supplies.

The Committee also has under consideration a

proposal that it sponsor a one-week camp for dia-

betic children to be held from August 23 to August
28 at Camp Fuller in Wakefield. Rhode Island.

Respectfully submitted.

D. Richard Baroxiax. m.d.. Chairman

HIGHWAY SAFETY
The Highway Safety Committee has again con-

sidered the proposed legislation in regard to chem-

ically testing persons accused of operating a motor

vehicle under the influence of drugs or alcohol. The
present bill being introduced this year is essentially

the same as was introduced last year. A few words
have been changed to answer certain legal objec-

tions but medically it appears to be identical with

the one which the Committee carefully considered

last year. The committee was in favor of the legisla-

tion last year and is again this year. Legislative

action will undoubtedly have taken place at the time

of this meeting of the House of Delegates.

The Committee also participated in the Gov-
ernor’s Conference on Traffic Safety held at the

Ouonset Point Naval Air Station on December 5,

1957.

The committee has heard nothing further from
the Interstate Commerce Commission in regard to

co-operation of the local physicians conducting

physical examinations on truck drivers engaged in

interstate transportation. The Committee did not

actively pursue the question that was raised by the

Commission representative in the state a year ago.

Most of the members of the Highway Safety

Committee continue to serve on a separate Medical

Advisory Committee to the Registrar of Motor
Vehicles. This Committee has reviewed over 200

cases of individuals who are suspected of having a

physical defect which might disqualify their having

a driver’s license. This Committee does not conduct

RHODE ISLAND MEDICAL JOURNAL
any physical examinations on the applicants or li-

censeses. but reviews medical records submitted by
the driver from his own physician. This Committee
is one of the few operating in the countrv at the

present time, and we are still interested in estab-

lishing basic criteria for use by such a Medical

Advisory Group.

Arthur E. O’Dea, m.d., Chairman

INDUSTRIAL HEALTH
A brief summary of the activities of the Indus-

trial Health Committee of the Rhode Island Med-
ical Society is summarized as follows

:

1. The Committee concerned itself mainly with

recent decisions by the Rhode Island Workmen's
Compensation Commission relative to compensa-
tion awards in heart cases. Under the Rhode Island

law a Medical Advisory Committee is provided for

to advise and assist the Workmen's Compensation

Commission, but in the opinion of the Industrial

Health Committee the advice on medical matters

has not been sought from this Committee and,

therefore, the matter has been subject to discussion

and study. The problem is heightened by the fact

that implications of recent decisions on industrial

medical practice in Rhode Island could be far

reaching.

In an effort to clarify some of the issues cur-

rently under discussion the Industrial Health Com-
mittee of the Society sponsored one meeting late in

the year with the Medical Advisory to the Com-
pensation Commission and it subsequently initiated

plans for a joint meeting of the Society’s Commit-
tee. the Advisory Committee to the Workmen's
Compensation Commission, the State Director of

Labor, and legal counsels.

A well-attended meeting of the Industrial Health

Committee, members of the Workmen’s Compen-
sation Commission, legal counsels of the Society,

the Chairman of the Committee on Workmen's
Compensation Law of the Rhode Island Bar As-

sociation. and officers of the Society, was held at the

Medical Library on January 7, 1958. The major

discussion centered around the decision of com-

pensation in “heart cases,’’ and the suggestion was

favored that a joint meeting of members of the

Commission, the Society’s Industrial Health Com-
mittee, and several cardiologists be held to review

some of the cases from a medical point of view as

an aid to the Commission in establishing helpful

procedures they might consider in future rulings

in such medical cases.

Three rescripts of testimony of three different

cases, already decided and closed by the Commis-

sion, have since been received by the Committee

and they are in the process of being reviewed by

three local cardiologists. At a date in the near fu-

ture a conference is anticipated to consider the find-
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ings of the reviewing group.

The subject of when heart disease should he

compensable will he one of the topics to he pre-

sented at the Annual Meeting of the Society on

May 14. with Doctor William Greer of Boston as

the discussor.

2. The Committee also made an extensive study

of a proposal by a Local representing one of the

large manufacturing organizations in the State

relative to the possible establishment of a diagnostic

clinic under the auspices of a management-union

Trustee Fund. A complete report of the Commit-

tee's study has been submitted to the Council of the

Society for its decision.

3. The Industrial Health Committee has given

consideration to the proposal for a Physician’s

Award to he awarded by the President’s Commit-
tee on the Employment of the Handicapped and it

has determined that the qualifications for such an

award are so exacting that they eliminate the possi-

bility of any recommendation from Rhode Island

at this time.

4. Throughout the year the Committee has made
itself available to other committees of the Society

for consultation on industrial health matters and it

has submitted information for publication in the

State Medical Journal.

Respectfully submitted,

Stanley Sprague, m.d., Chairman

LIBRARY

The chairman cannot conceive of any more suit-

able way to inform the membership about the activ-

ities of their Library than to transmit verbatim the

subjoined report to him from the librarian, Mrs.

Helen Dejong. One amendment is indicated—an

appreciation of the continuous effort and personal

interest of our librarian which make our Library a

valuable tool not only for the medical profession of

Rhode Island, but to the other professions, the stu-

dents, and the public generally who are allowed to

make use of its reference facilities.

Although Doctor Harvey Cushing was not a

member of our Society, that his portrait should

hang in what I also feel should he termed the Dav-
enport Conference Room is most appropriate. In

his essay The Doctor and His Books he wrote

—

“as the calorimeter tells the activity of the patient’s

metabolism, so may you determine the plus or

minus activity of the local profession in any district

by the condition of its Library.’’ If true, then the

Rhode Island Medical Society is clearly hyper-

metabolic.

Irving A. Beck, m.d., Chairman
continued on next page
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We seem to have spent the last year mostly at

hard, physical labor with the result that we’re in

fine, muscular form and some sections of the Li-

brary are in good order. Before the dust had settled

from the Annual Meeting, we started moving the

Davenport Collection first, to the Reading Room
where each volume was checked, assigned to its

proper case and an author card made (the catalogu-

ing to be finished as time permits)
;
next, the vol-

umes were taken to the James H. Davenport Con-

ference Room, where they were cleaned and all the

leather bindings were treated with leather vita.

After this, the books were placed in the new book-

cases which were built especially for the collection

and, at the same time, made small enough to be

moved easily when the room is used for exhibits.

Some of the volumes had sufifered from their long

sojourn on open shelves; it is hoped that the glass

doors on the new cases will prevent further de-

terioration.

The case of rare hooks was moved to the Reading

Room, where our most valuable holdings are seen,

discussed and admired much more than they were

when hidden in the small reading room. The old

shelving is now in the downstairs storeroom, pro-

viding space for dead storage and duplicates. There

is space in the storeroom for a desk, work table

and chairs so that much of the book repair work
that used to have to be done in the Reading Room
can be accomplished out of sight.

The librarian has reshelved all of the hound

periodicals on the first floor of the stacks (about

7,000 vols.) to make room for new titles and the

growth of old runs. The next step will be the re-

shelving of the books and journals on the second

and third floors.

Proceeds from the Annual Book Sales have

helped to add beauty and comfort to the Reading

Room through the addition of new lamps, tables,

chairs and new upholstery for the old chairs.

The new portrait of Doctor Harvey Cushing

which hangs in the Davenport Room was the gift of

Mrs. William P. Bufifum, Jr. It belonged to her

father, the late Dr. Reginald Fitz. Dr. and Mrs.

W illiam P. Buflfutn, Sr., gave the frame.

We thank our many friends of the Library for

their gifts of books and periodicals. As we note

these throughout the year in On the Medical Li-

brary Bookshelves, no further acknowledgment will

be made in this report.

Every library report must have statistics, it

seems, so for those interested in figures : we have

added 385 hound volumes to our collection through

purchase, review, binding and gift, making our

present total about 42,252, not counting our large

number of unbound journals and pamphlets; we
had a total of 1,925 readers (1122 physicians, 803

RHODE ISLAND MEDICAL JOURNAL
public) and this figure represents those who spent

some time in the Library, not those whose questions

could he answered via telephone ; our circulation

included 1,435 periodicals and 403 textbooks; this

figure would be more than doubled if we counted

the material used in the Library by those ineligible

for borrowing
;
we prepared 226 bibliographies

;
in

interlibrary loan, we borrowed ten items and loaned

340 ; we are receiving 390 periodicals and serials

currently
;
we have made extensive use of the Med-

ical Library Association Exchange and have re-

ceived 12 single issues of medical journals (com-

pleting 7 vols. ) and 3 bound volumes for nothing

more than the cost of postage : we don't expect that

we shall catch up with cataloguing ever but 31,029

books and 3,673 unbound volumes and pamphlets

have been done to date.

The librarian has been helped mightily by Miss

Grace Dickerman. Mrs. Shirley Garreau. and Miss

Joann Kelly.

Helex DeJong, Librarian

MEDICAL DEFENSE AND GRIEVANCE
During the past year there has been a marked

increase in cases of grievance considered by the

Committee. About sixty per cent of the twenty-six

cases considered concerned fees, twenty-five per

cent, delay in answering calls or alleged failure to

make them, and the remainder alleged inconsiderate

treatment. Many of the latter cases were emotional

in origin.

There is also an increase in threatened law suits

involving professional liability, in some instances

for fantastic amounts, apparently influenced by

suits made in such areas as New York and

California.

Francis B. Sargent, m.d., Chairman

PUBLIC POLICY AND RELATIONS
The Committee on Public Policy and Relations

has maintained a procedure of working to encour-

age the development of basic programs of public

service. It is the belief of the committee that public

relations per se represents the work of each in-

dividual physician in his dailv work which in turn

establishes the position of the profession in our

communities.

The second phase of public relations involves the

promotion of information on group activities

whereby the work of the profession through the

Society’s committee is explained to the general

public. This phase of public relations involves an

expense for which the Society has not budgeted to

date.

Through the facilities of the executive office the

committee is able to assist other committees in the

publicity issued regarding various Society pro-

grams, such as the polio and influenza immuniza-

tion programs, the Diabetes Detection Campaign,
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public laws, science fair, etc.

Meetings with representatives of various news-

papers in the state have been held by the executive

officer, and news releases of the Society’s various

activities have been issued as occasion warranted.

These releases go to every newspaper, daily and
weekly, every radio and television station in the

State. In addition, transcribed radio programs pre-

pared by the American Medical Association have

been made available through the Society to the vari-

ous radio stations, and special film clips have been

supplied the television stations on health subjects.

The motion picture Your Doctor, issued through

the Modern Talking Pictures Service, Inc., of New
York, sponsored by the A.M.A. and our Society,

continues to be shown at various schools and com-
munity organization meetings through the state.

Inquiries from the public calling for medical in-

formation have been handled by the chairman and
members of the committee during the year. It is

worthy of note that many inquiries regarding nos-

trums and patent medicine remedies are answered
each year, as well as requests for information about

pseudo-healers and "health clinics” operating out-

side the state.

The official roster of the Society is checked as

regards specialty listings, and special business and
other directories are also informed regarding mem-
bership listings.

In the opinion of the committee its effectiveness

to the Society would be increased if it were con-

sulted on all matters involving public statements

concerning actions, programs, and opinions of the

Society.

The committee seeks only to reflect the best in-

terests of tbe profession in the health and welfare

of the people of the state. Publicity or public rela-

tions cannot be purchased on a lasting basis
;
the

collective dignity of the profession finds expression

in the actions of the individual physician.

Respectfully submitted,

Arnold Porter, m.d., Chairman

SCIENCE FAIR

The Science Fair Awards Committee of the So-

ciety viewed the exhibits displayed at the Marvel
Gym at Brown University during tbe Annual
Schools Science Fair held March 31 through April

2, 1958.

The Committee was impressed by the excellent

work done by a great many of the students who
develop their exhibits on medical or public health

sciences.

The Committee made awards as follows : Mental
Development of Preschool Children, Kathleen J.

Purnell, Scituate High School, Plainfield Pike,

Clayville; Experiments in Metabolism, Robert
Kovner, Classical High School, 189 Verndale Ave.,

concluded on next page
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Providence
;
Cystic Fibrosis of the Pancreas, Kath-

leen Finneson, Saint Mary’s Academy, 3070 Paw-
tucket Ave., Riverside; What is Color Blindness

?

Barbara Richards, Charlestown Jr. High School,

Box 454, Shannock
;
How Color Influences Ano-

rexia in Children, Marcia Hogg, Aldrich Jr. High,

168 Parkside Drive, Warwick; The Evolution of

the Stethoscope, Philip M. Barry, Classical High
School, 125 Everett Ave., Providence.

A special poster card was attached to each of

these exhibits during the Fair to indicate that they

had received honor awards from the Rhode Island

Medical Society. A special Science Fair certificate

prepared by the Society and an award of a $25
Treasury Bond is to be made to each of the six stu-

dents, three senior high and three junior high, the

evening of the opening session of the 147th Annual
Meeting of the Society at the Medical Library on

Tuesday, May 13.

Doctor Irving A. Beck, a member of the Com-
mittee, was unable to serve as a judge at the time

of the Fair and Doctor Charles L. York was named
as his alternate for this assignment.

Respectfully submitted.

Committee on Science Fair Azvards

Herman A. Lawson, m.d.. Chairman
Irving A. Beck, m.d.

John F. W. Gilman, m.d.

SCIENTIFIC WORK AND
ANNUAL MEETING

A very successful clinical session was held at the

Medical Library and a dinner for the members of

the Society and their wives held at the Sheraton-

Biltmore Hotel in the evening, as the Interim

Meeting of the Society held on Wednesday, No-
vember 13, 1957.

The program for the Scientific Meeting was as

follows: Conference on Cancer— Arthur Purdy
Stout. M.D. of New York City presided. Doctor

E. W. Munnell of New York City spoke on Early

Diagnosis and Management of Uterine Cancer.

Doctor Cushman D. Haagensen of New York City

spoke on Choice of Treatment in Cancer of the

Breast. Doctor Carl R. Feind of New York City

spoke on Indications for Prophylactic Radical Neck
Dissections in Head and Neck Cancer.

The Committee on Scientific Work and Annual

Meeting voted that the 1958 meeting should be held

on May 13 and 14. with the scientific program

starting the evening of Tuesday. May 13. The Com-
mittee chose Doctor Shields Warren of Boston to

deliver the annual Charles V. Chapin Oration and

to receive thereby the Chapin Medal Award of the

City of Providence.

The second day of the 148th Annual Meeting has

been arranged to provide a well-balanced program

RHODE ISLAND MEDICAL JOURNAL
of lectures through the day, and with the annual
dinner at the Sheraton-Biltmore Hotel in the eve-

ning to conclude the sessions.

The first conference ever to be held by a state

medical society as part of its annual meeting pro-

gram to discuss medical service representatives’

problems in detailing physicians was planned by the

executive secretary with the approval of the com-
mittee. This special conference was scheduled for

the morning and noon hour of May 13.

The Committee voted that the 1958 Interim

Meeting of the Society be held at Newport, Rhode
Island, on Wednesday, October 8, 1958. Plans are

under consideration for a scientific session that

afternoon at the Newport Naval Hospital under the

sponsorship of the medical staff of that installation,

and a reception and dinner at the Viking Hotel in

the evening.

The members of the committee have been most
generous in their time and advice in making possible

the fine program for the entire membership, and

the chairman records his personal appreciation for

their splendid assistance throughout the year.

Respectfully submitted,

Marshall N. Fulton, m.d., Chairman

CHECK THE DATE NOW!

Wednesday, October 8

Interim Scientific Meeting

of the

Rhode Island Medical Society

at the

Netvport Naval Hospital
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Fiske Fund Prize Dissertation

1958

The Trustees of the Fiske Fund of The Rhode Island Medical

Society announce the following subject for the Prize Dissertation

of 1958:

'Bronchogenic Carcinoma — Predisposing Causes”

For the best dissertation on this subject worthy of a premium

they offer the sum of three hundred dollars ($300.00). The dis-

sertation will be particularly graded on the basis of original work

by the author. Each competitor for the premium is expected to

conform with the following regulations:

To forward to the secretary of the Trustees on or before the tenth

day of December, 1958, free of all expense, a copy of his disserta-

tion with a motto thereon, and also accompanying it a sealed enve-

lope bearing the same motto, inscribed on the outside, with his

name and address within.

Previously to receiving the premium awarded, the author of the

successful dissertation must transfer to the Trustees all his right,

title and interest in and to the same, for the use, benefit, and advan-

tage of the Fiske Fund.

Dissertations, other than the successful one, will be returned to

the authors.

The dissertations must be typewritten, double spaced on stand-

ard typewriter paper, and should not exceed 10,000 words.

SECRETARY to the TRUSTEES
John E. Farrell, Sc.D.

106 Francis Street

Providence 3, Rhode Island

Francis B. Sargent, M.D.

Samuel Adelson, M.D.

Alfred L. Potter, m.d.
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cate the procedure for which benefit is claimed. Name of assistant

surgeon and anesthetist.

4. File claims PROMPTLY in order that payments may not be delayed

to you or the subscriber.

Don't wait until you have an accumulation of claims. Make daily

mailings, if possible.

RHODE ISLAND MEDICAL SOCIETY

PHYSICIANS SERVICE
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\RDIAC CLINIC

“Remember him? Used to need injections every
week. Since he takes Neohydrin he only comes
once a month for check-ups.”

oral

organomercurial

diuretic

TABLETNEOHYDRIN®
Prescribe NEOHYDRIN (brand of chlormerodrin) in bottles of 50 tablets.

There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea,

equivalent to 10 mg. of non-ionic mercury,

in each tablet.

LAKESIDE 25058



Faster rehabilitation in

Joint inflammation and muscle spasm
are the two elements most responsible

for disability in rheumatic-arthritic dis-

orders— and MEPROLONE is the one
agent that treats both.

MEPROLONE suppresses the Inflammatory
process and simultaneously relieves aching
and stiffness caused by muscle spasm, to pro-
vide g reater therapeutic benefits and a shorter
rehabilitation period than any single antirheu-
matic-antiarthritic agent.

MEPROLONE-2 is Indicated in cases of severe
involvement, yet often leads to a reduction of
steroid dosage because of its muscle-relaxant
action. When Involvement is only moderately
severe or mild, MEPROLONE -1 may be Indicated.

SUPPLIED: Multiple Compressed Tablets In

three formulas: MEPROLONE-2—2.0 mg. pred-
nisolone, 200 mg. meprobamate and 200 mg.
dried aluminum hydroxide gel (bottles of 100).
MEPROLONE-1 supplies 1.0 mg. prednisolone
in the same formula as MEPROLONE-2 (bot-
tles of lOO). MEPROLON E-5—5.0 mg. predniso-
lone. 400 mg. meprobamate and 200 mg. dried
aluminum hydroxide gel (bottles of 30).

Because muscles move joints^

both muscle spasm and joint

inflammation must be
considered in treating the

rheumatic-arthritic patient . . .

MERCK SHARP & DOHME Division of MERCK & CO., INC., Philadelphia 1. Pa.



iheumaJoid Arthritis

:*IRST MEPROBAMATE-PREDNISOLONE THERAPY
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By proper planning, the fortunes of men can by-pass

chance , outlast the vagaries of time and endure for generations

\\ hen would I find time for financial planning?

Handling 25 to 30 patients a day is a big job.

But so is keeping track of your own securities. It's

one reason why so many professional men in Rhode

Island take advantage of a Personal Agency Account

at Hospital Trust.

By entrusting the management and care of your

securities to Hospital Trust, you free yourself from

the ’round-the-clock task of watching investments.

A responsible and experienced staff of analysts and

researchers keeps a sharp eye on economic trends

while taking care of calls, options, redemptions and

investigating new issues. let you make all decisions,

since the bank officer handling your account weighs

the recommendations in terms of your needs and

objectives and submits them to you for your approval.

For information about Personal Agency Accounts,

contact one of our trust officers at 15 W estminster

Street. Providence or the manager of your nearest

Hospital Trust branch office.

New England’s

Oldest Trust Company

Founded in 1867

Mem bcr Federal Reserve System • Federal Deposit Insurance Corporation

OFFICES IN PROVIDENCE • CRANSTON • EAST GREENWICH • EAST PROVIDENCE • NEWPORT • PAWTUCKET • WAKEFIELD • WOONSOCKET



hay fever

nonseasonal rhinitis

nasopharyngitis

rhinitis

nasal congestion

METRETON
NASAL SPRAY

Meticortelone plus Chlok-Tkimeton

unique “Meti”steroid-antihistamine combination

quick nasal clearing— easy breathing within min-

utes . . . without rebound

shrinks nasal polyps— helps revive sense of smell

prolonged effect— aids drainage, relieves itch, con-

trols discharge . . . lastingly effective

broad range of use— cardiac, hypertensive, preg-

nant and elderly patients are safe from sympathomi-

metic vasoconstrictor effects

15 cc. plastic squeeze bottle.

Each cc. of METRETON Nasal Spray contains 2 nig. (0.2%) prednisolone
acetate and 3 mg. (0.3%) chlorprophenpyridamine gluconate in

irritating isotonic vehicle.



safe and well tolerated

Metreton contains Meticorten, the steroid

that does not cause fluid or electrolyte disturb-

ance in average dosage schedules, and Chlor-

Trimeton, the antihistamine noted for its

remarkable record of safety and effectiveness.

Each METRETON Tablet contains 2.5 nig. prednisone, 2 mg. chlorprophenpyridamine maleate and 75 mg. ascorbic acid.

Each cc. of METRETON Ophthalmic Suspension con-

tains 2 mg. (0.2%) prednisolone acetate and 3 mg.

(0.3%) chlorprophenpyridamine gluconate.

Metreton,® brand of corticoid-antihistamine compound.

Meticortelone,® brand of prednisolone.

Meticorten,® brand of prednisone.

Chlor-Trimeton,® brand of chlorprophenpyridamine
preparations.

Meti — t.m.— brand of corticosteroids.
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Achievements

0
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h d in V

... in Skin Diseases: In a study of 26 patients with severe der-

matoses, aristocort was proved to have potent anti-inflammatory and

antipruritic properties, even at a dosage only Vi that of prednisone

1

. .

.

Striking affinity for skin and tremendous potency in controlling skin dis-

ease, including 50 cases of psoriasis, of which over 60% were reported as

markedly improved2
... absence of serious side effects specifically noted. 1,2 ' 3

...in Rheumatoid Arthritis: Impressive therapeutic effect

in most cases of a group of 89 patients
4

. . . 6 mg. of aristocort corre-

sponded in effect to 10 mg. of prednisone daily (in addition, gastric ulcer

which developed during prednisone therapy in 2 cases disappeared during

aristocort therapy). 5

1. Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.:

J. A. M. A. 165:1821, (Dec 7) 1957.

2. Shelley, W. B., and Pillsbury, D. M.:

Personal Communication.

3. Sherwood, A., and Cooke, R. A.: Personal Communication.

4. Freyberg, R. H., Berntsen, C. A., and Heilman, L.: Paper

presented at International Congress on Rheumatic Diseases,

Toronto, June 25, 1957.

5. Hartung, E. F.: Personal Communication.

6. Schwartz, E.: Personal Communication.

7. Sherwood, A., and Cooke, R. A.: J.
Allergy 28:97, 1957.

8. Heilman, L., Zumoff, B., Kretshmer, N., and Kramer, B.:

Paper presented at Nephrosis Conference, Bethesda, Md.,

Oct. 26, 1957.

9. Ibid.: Personal Communication.
10. Barach, A. L.: Personal Communication.

1 1. Segal, M. S.: Personal Communication.

12. Cooke, R. A.: Personal Communication.

13. Dubois, E. L.: Personal Communication.



Triamcinolone LEDERLE

...in Respiratory Allergies: "Good to excellent” results in 29 of

30 patients with chronic intractable bronchial asthma at an average daily dosage

of only 7 mg.6
. . . Average dosage of 6 mg. daily to control asthma and 2 to 6 mg.

to control allergic rhinitis in a group of 42 patients, with an actual reduction of

blood pressure in 12 of these.
7

. . . in Other Conditions: Two failures, 4 partial remissions and 8 cases

with complete disappearance of abnormal chemical findings lead to characteriza-

tion of aristocort as possibly the most desirable steroid to date in treatment of

the nephrotic syndrome. 8,9
. .. Prompt decrease in the cyanosis and dyspnea of

pulmonary emphysema and fibrosis, with marked improvement in patients refrac-

tory to prednisone. 10,11,12
. .. Favorable response reported for 25 of 28 cases of

disseminated lupus erythematosus. 13

m the acuteness and severity of the disease under

initial dosage of aristocort is usually from 8 to 20 mg.

acute manifestations have subsided, maintenance

ived at gradually, usually by reducing the total daily

dosage 2 mg. every 3 days until the smallest dosage

has been reached which will suppress symptoms.

Comparative studies of patients changed to aristocort
from prednisone indicate a dosage of aristocort lower by about Vi

in rheumatoid arthritis, by Vs in allergic rhinitis and bronchial

asthma, and by Vs to Vz in inflammatory and allergic skin diseases.

With aristocort, no precautions are necessary in regard to dietary

restriction of sodium or supplementation with potassium.

aristocort is available in 2 mg. scored tablets (pink), bottles of

30; and 4 mg. scored tablets (white), bottles of 30 and 100.

LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK
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HEALTH CARE OF THE AGED

Announcement of the Program by

Major Health Organizations for the Aged

Better health care for the nation’s 14 to 15

million aged is the goal of a comprehensive

program announced May 8 by the Joint Council to

Improve the Health Care of the Aged.

The council’s attack on the more knotty problems

of health care for the aged is designed to
: ( 1 ) in-

crease opportunities for older people to obtain vol-

untary health insurance coverage, (2) expand

health care facilities tailored to the needs of the

aged regardless of economic status, and f 3 ) develop

more community health services for the aged.

The program will he implemented through the

active and aggressive leadership of the council's

four sponsoring organizations—the American Den-

tal Association, American Hospital Association,

American Medical Association, and the American

Nursing Home Association.

“Member organizations of the Joint Council,”

said Dr. Edwin L. Crosby, director of the American

Hospital Association and interim secretary of the

council, “have already undertaken studies and work

projects aimed at improving the health care of the

aged.” Among the many activities which these

groups have undertaken or in which they have co-

operated he listed the following

:

(1 ) The American Hospital Association, in co-

operation with the Public Health Service, is con-

ducting a conference on the care of patients with

long-term illnesses.

(2)

An American Medical Association commit-

tee is working with the American Nursing Home
Association in preparing upgraded standards for

nursing homes which will result in improved nurs-

ing home care for the aged.

(3)

A National Conference on Homemaker
Services is being arranged under the joint auspices

of the Department of Health, Education and Wel-
fare and twenty-six national voluntary organiza-

tions including the American Medical Association.

This project is aimed at reducing the financial ex-

pense of disabling illness among the elderly by

performing the necessary household tasks to enable

them to remain at home among their family and

friends, with qualified nursing and medical attend-

ance in the home.

(4)

Six regional conferences have been held un-

der the auspices of the American Medical Associa-

tion to help doctors cope with problems of the aged,

and a national conference will be held in September.

The Joint Council will appraise the success of

these programs and seek their application through
united effort.

“The long-range aim of the council is better

health for all the aged,” Dr. Crosby asserted. “This
can be achieved by helping everyone to prepare

throughout his life for the later years. Our more
immediate concern is better care for the aged who
are chronically ill, and better ways to meet the

financial and social problems that accompany such

illness.”

He said, “The Joint Council has found that suf-

ficient up-to-date information concerning the prob-

lem is not available. A series of research projects

has been launched to pinpoint the problems that

require the most urgent attention.”

“In addition,” he continued, “the Joint Council

will seek the expansion and improvement of health

care facilities by encouraging legislative action to

accelerate construction and remodeling of hospital

and nursing home facilities for the aging.”

To better meet the problems of the financial ex-

pense of prolonged hospitalization for chronic ill-

nesses, the Joint Council is working with the volun-

tary health insurance industry, including Blue

Cross and Blue Shield prepayment plans, to accel-

erate and broaden their programs that have already

resulted in some degree of coverage of 6 million

persons over 65 in a few short years.

The Joint Council has emphasized the need for

state and local governments to assume their proper

responsibility to indigent patients, by providing

realistic financial support for medical, dental, hos-

pital, and nursing home care for the aging who are

unable to pay.

Dr. Crosby said, “The broad health care plan of

the Joint Council includes an educational program

at the national, state, and local levels. Its purpose is

to make all citizens aware of the growing health

problems of the aging and what can he done by the

individual to assist in this field. The council plans

to enlist the continued aid and support of America’s

voluntary community organizations."
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• postoperatively

• in pregnancy when

vomiting is persistent

• following neurosurgical

diagnostic procedures

• in infections, intra-abdominal

disease, and carcinomatosis

• after nitrogen mustard therapy

for

nausea
and vomiting

Squibb Triflupromazine

• provides prompt, potent, and long-lasting control

• capable of depressing the gag reflex

• effective in cases refractory to other potent antiemetic agents
• may be given intravenously, intramuscularly and orally

• no pain or irritation on injection

ANTIEMETIC DOSAGE:
Intravenous- 8 mg. average single dose
Dosage range 2-10 mg.
Intramuscular : 15 mg. average single dose

Dosage range 5-15 mg.
If subsequent parenteral dose is needed,

one-half the original dose will usually suffice

Oral: 10-20 mg. initially; then 10 mg. t.i.d.

SUPPLY

:

Parenteral solution — 1 cc. ampuls (20mg./cc.)

Oral tablets — 10 mg., 25 mg., 50 mg.,

in bottles of 50 and 500

Squibb Squibb Quality — The Priceless Ingredient

'VCSMlM'® It A JQui •• TRAOCMAftK



RHODE ISLAND MEDICAL JOURNAL

diaper rash?

DESITIN OINTMENT
of course*

* soothing, protective,

anti-irritant Desitin Ointment

has been the answer for

preventing and clearing up

diaper rash in millions

of babies for over

30 years.

We would be pleased

to send SAMPLES on request.

DESITIN CHEMICAL CO., Providence 4, R.l.



TENSION
IMPAIRING

“Even in double the usual dosage,

[Miltown] produces no behavioral toxicity

in our subjects as measured by our

tests of driving, steadiness, and vision.”"

Relieves anxiety, tension and muscle spasm
in everyday practice

with unexcelled safety

without impairing

Miltown*
meprobamate (Wallace)

Usual Dosage:

One or two
400 mg. tablets t.i.d.

Supplied :

400 mg.
scored tablets,

200 mg.
sugar-coated

tablets,

bottles of 50.

^Marquis. D. G., Kelly, E. L.,

Miller, J. G., Gerard, R. W.

and Rapoport. A.

:

Ann. New York Acad.

Sc. 67 : 701, May 9 . 1957.

autonomic function ^WALLACE LABORATORIES, New Brunswick, N. J.
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GALEN’S PSYCHOSOMATIC MEDICINE

I
was called in to see a woman who was stated to

be sleepless at night and to lie tossing about from

one position into another. Finding she bad no fever.

I made a detailed inquiry into everything that bad

happened to her. especially considering such factors

as we know to cause insomnia. But she either an-

swered little or nothing at all. as if to show that it

was useless to question her. Finally, she turned

away, hiding herself completely by throwing the

bed-clothes over her whole body, and laying her

head on another small pillow, as if desiring to sleep.

After leaving I came to the conclusion that she

was suffering from one of two things : either from

a malancholy dependent on black bile, or else trouble

about something she was unwilling to confess. I

therefore deferred till the next day a closer investi-

gation of this. Further, on first arriving, I was told

by her attendant maid that she could not at present

be seen
;
and on returning a second time. I was told

the same again. So I went yet a third time, but the

attendant asked me to go away, as she did not want
her mistress disturbed. Having learned, however,

that when I left, she had washed and taken food in

her customary manner, I came back the next day,

and in a private conversation with the maid on one

subject and another. I found out exactly what was
worrying the patient. And this I discovered by

chance.

After I had diagnosed that there was no bodily

trouble, and that the woman was suffering from

some mental uneasiness, it happened that, at the

very time I was examining her. this was confirmed.

Somebody came from the theatre and said he had

seen Pylades dancing. Then both her expression

and the colour of her face changed. Seeing this. I

applied my hand to her wrist, and noticed that her

pulse had suddenly become extremely irregular

(anomalous). This kind of pulse indicates that the

mind is disturbed
;
thus it occurs also in people who

are disputing over any subject. So on the next day

I said to one of my followers, that, when I paid my
visit to the woman, he was to come a little later and

announce to me. “Morphus is dancing to-day.”

When he said this, I found that the pulse was un-

affected. Similarly also on the next day, when I

had an announcement made about the third member
of the troupe, the pulse remained unchanged as

before. On the fourth evening I kept very careful

watch when it was announced that Pylades was
dancing, and I noticed that the pulse was very much
disturbed. Thus I found out that the woman was in

love with Pylades, and by careful watch on the suc-

ceeding days my discovery was confirmed.

Similarly too I diagnosed the case of a slave who
administered the household of another wealthy

man, and who sickened in the same way. He was
concerned about having to give an account of his

expenses, in which he knew that there was a con-

siderable sum wanting
;
the thought of this kept him

awake, and he grew thin with anxiety. I first told

his master that there was nothing physically wrong
with the old man, and advised an investigation to be

made as to whether he feared his master was about

to ask an account of the sums he had entrusted to

him, and for this reason was worried, knowing that

a considerable amount would be found wanting.

The master told me I had made a good suggestion,

so in order to make the diagnosis certain, I advised

him to do as follows :—he was to tell the slave to

give him back all the money he had in hand, lest, in

the event of his sudden death, it should be lost,

owing to the administration passing into the hands

of some other servant whom he did not know: for

there would be no use asking for an account from

such an one. And when the master said this to him,

he felt sure he would not be questioned. So be

ceased to worry, and by the third day had regained

his natural physical condition.

Now what was it that escaped the notice of pre-

vious physicians when examining the aforesaid

woman and the aforesaid slave? For such discov-

eries are made by common indications (epilogisms)

if one has even the smallest acquaintance with medi-

cal science (theoria). I suppose it is because they

have no clear conception (diagnosis) of how the

body tends to be affected by mental conditions.

Possibly also they do not know that the pulse is

altered by quarrels and alarms which suddenly

disturb the mind.

Galen on Prognosis
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greater patient acceptance

proved therapeutic skin hygiene

incidentally,

pronounced
“foam”

90% of those

using this product were

Pink applicator and cakes are indi-

cated in incipient acne, where mod-
erate drying and peeling is desired.

Cakes contain 1% bithionol, U.S.P.

Yellow applicator and cakes are effec-

Grayson, L. D.: Am. Pract. & Digest

Treat.' 7:269, 1956.

tive where excessive oiliness exist,

when maximum peeling and drying

is desired. In addition to bithionol,

cakes also contain 2% colloidal sul-

fur and 2% salicylic acid.

DOAK PHARMACAL CO., INC. 295 Madison Avenue, New York 17, N. Y.

For undue emotional stress

in the menopause

WRITE SIMPLY...

Also available as

PMB-400 (0.4 mg. "Premarin," 400 mg. meprobamate

in each tablet).

Supply:

No. 880, PMB-200
bottles of 60 and 500.

No. 881, PMB-400
bottles of 60 and 500.

TMB-200
"Premarin" with Meprobamate new potency

Each tablet contains 0.4 mg. "Premarin," 200 mg. meprobamate

AYERST LABORATORIES New York 16, New York Montreal, Canada

5830"Premarin®” conjugated estrogens (equine) Meprobamate licensed under U.S. Pat. No. 2,724,720



NEW
Dramamine-D

brand of dimenhydrinate with dextro-amphetamine sulfate

EFFECTIVELY TREATS THE NAUSEA AND

KEEPS THE PATIENT ALERT

When prescribing an antinauseant and

drowsiness is undesirable, Dramamine-D

alleviates 1 '6 the nausea yet keeps the

patient alert.

Dramamine-D is available on

prescription only.

Each scored, orange tablet of Dramamine-Z)

contains 50 mg. of Dramamine and 5 mg. of

dextro-amphetamine sulfate.

References:

1. Arner, O., and Others: Nord. med. 55:1346 (Sept. 12) 1957.

2. Wilner, S.: Canad. M. A. J. 77:199 (Aug. 1) 1957.

3. Bruner, J. M. R. : U. S. Armed Forces M. J. 6:489 (April) 1955.

4. Diamant, A. H.: Nord. med. 48:1324 (Sept. 26) 1952.

5. Wendt, G. R., and Cameron, J. S.: Personal communication, Jan. 4, 1955.

6. Stough, A. R.: Personal communication, Aug. 10, 1957.
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The Seventeenth Charles Value Chapin Oration

THE PREVENTION OF SOMATIC AND GENETIC

RADIATION INJURY*

Shields Warren, m.d.

The Author. Shields Warren, M.D. of Boston, Massa-

chusetts. Pathologist , Nezv England Deaconess Hos-

pital; Professor of Pathology, Harvard Medical

School; Member, Executive Committee, Division of

Medical Sciences, National Research Council.

I
feel greatly honored by this opportunity for

two reasons. First, I was fortunate enough to be

a student at the Harvard Medical School when
Doctor Chapin was teaching in the Department of

Public Health there, and I had the privilege of

coming personally into contact with him.

Secondly, it is a great opportunity to try to set

the record straight as to what, in this very con-

troversial field, is the truth about radiation injuries.

We are accustomed, in these early days of the

Atomic Age, to think of radiation injury as a new
problem for mankind. Actually, man has been liv-

ing with low levels of environmental or background

radiation since his first existence.

It is probable that a fraction, how small it is diffi-

cult to say — possibly a half, possibly two-thirds,

possibly one-tenth — of the mutations that occur

naturally in man, are referrable to the background

radiation that he has received.

Here in Providence, for example, the back-

ground radiation has been in the neighborhood of

4.5r per generation, at least since the days of the

Narragansett Indians. Radioactive fallout to date

is adding about one fortieth of that amount. The
amount added by industrial utilization of atomic

energy through wastes, is at present insignificant,

and appears likely to be adequately controlled.

Charles Value Chapin, in whose honor this ora-

*Delivered at the 147th Annual Meeting of the Rhode
Island Medical Society, at the Rhode Island Medical

Society Library, at Providence, Rhode Island, May 13,

1958.

The preparation of this article was aided by support

from Contract AT(30-1)-901 between the U. S. Atomic
Energy Commission and the New England Deaconess
Hospital.

tion is given, was concerned with the control of

diseases that were actually killing thousands and
even millions annually. Scarlet fever, diphtheria,

typhoid fever have been virtually eliminated due to

the application of research and the development of

the techniques of public health to which Doctor

Chapin was such a major contributor.

Born in the days over a century ago, when infant

mortality was high and life expectancy short (the

average life expectancy in the year of his birth,

1856, was about thirty-nine years) he lived until

1941, to see much of the fruition of man’s struggles

against communicable diseases
;

a struggle in

which he had played a devoted and effective part.

Doctor Chapin would have been pleased, had he

lived, to see the effective way in which the princi-

ples of public health have been applied to the

Atomic Energy program which has developed since

his death.

Until 1941, there was about a pound of radium
in use in this country, used both medically and in-

dustrially. Over 10 per cent of the small number of

people working with it, had died from its effects.

In our own Atomic Energy program, represent-

ing literally millions of man years of potential ex-

posure to the equivalent of not pounds but hun-

dreds of tons of radium, there have been only two

deaths, both of which, unfortunately, were avoid-

able had the rules been followed.

This sharp contrast illustrates that public health

principles are effective, when applied.

The question properly arises as to why deaths

and injury from radiation still occur. It is largely a

matter of ignorance. When Professor Becquerel

carried a small amount of radium in his vest pocket,

and developed a burn of the underlying abdominal

wall as a result of it
;
when the luminous dial paint-

ers in New Jersey ingested minute amounts of

radium and subsequently died of aplastic anemia

or bone sarcoma, the risk was not understood. As
always, some had to die or be injured to call atten-

tion to the hazards that existed.

367
continued on next page
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That X rays and radium could produce injury

became apparent soon after they were discovered,

but for many years the degree of danger and the

methods of control and protection were not appre-

ciated nor developed.

The older of you may remember the stories of the

earlv practitioners of radiology who had checked

the warm-up of their tubes by placing their own
hands in the beam in order to see whether or not

the bones were visualized and the apparatus func-

tioning.

FIGURE I

Multiple keratoses and epidermoid cancer due to pro-

longed occupational exposure to the roentgen ray.

In Figure one you see the hand of one of these

early pioneers, and you will note that we have a

series of foci of radiation dermatitis and ulcers, and

two epidermoid carcinomas which have developed.

In these days, this is fortunately virtually un-

known in this country, although still seen in some

parts of the world. However, we have perhaps been

too complacent about our ability to understand ex-

posure to radiation.

There are three effects that are clearly estab-

lished as occupational hazards of radiologists. The
first is this radiation dermatitis that I have shown
to you. followed often by skin cancer. This fortu-

nately is now rare.

The second is the effect of repeated low level

exposures such as the radiologist might receive

occupationally, and this is manifest either as ane-

mia. disturbances of the white count, or in some
instances leukemia.

The studies of March and others have shown that

leukemia is about ten times as frequent among
radiologists as among the general population.

Figure two is an example of a radiologist with

the cutaneous lesions of leukemia, with some infec-

tion which complicated the picture. Note the en-

larged lymph nodes. This happens to be lymphatic

leukemia, with large axillary nodes.

The third effect is one of over-all life shortening,

with no one specific cause of death, but rather an

apparent general acceleration of the aging process.
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This is illustrated in Figure three which contrasts

the age of radiologists at death with a comparable

population, namely. United States males over

twenty-five vears of age.

FIGURE III

Years Average Age at Death
Mean Age at Death

U. S. Male
Radiologists Pop. over 25

1930-34 56.0 61.4

1935-39 58.5 62.4

1940-44 58.0 63.8

1945-49 61.0 64.8

1950-54 62.75 65.9

1955 63.6 66.7

Over the last twenty-seven years, radiologists

have tended to die, in the aggregate, about five

years earlier than the control population.

Xow this is not due to skin cancer alone, although

that contributes somewhat. It is not due to leukemia

alone, but to a combination of factors.

Coronary disease comes earlier in the radiolo-

gist than in the non-radiologist. In such infectious

processes as tuberculosis, chronic pyelo-nephritis,

the deaths are earlier among the radiologists than

the 11011-radiologists.

This then, appears to be a diffuse aging of the

tissues, due to long continued exposure. This is

paraded in the experimental animal, in which it is

possible to make some very rough approximations

between the life shortening and the dose received.

This is impossible in the human because many of

the earlier radiologists did not know7 how much
radiation they had received, and with the older

types of apparatus, even were they available, it is

difficult to make an exact approximation.

FIGURE II
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Doctor Carl Braestrup, of Columbia University,

has gone into this very carefully, and feels that some

of the older radiologists may have received as much
as 4,000r during their lifetime of work. It is quite

clear that many of the radiologists who make up this

group, have received as much as l.OOOr in small,

divided doses of radiation.

Remember, that those of you who have lived in

Providence all your lives, have received in every

thirty-year period, 4.5r from the background radia-

tion only.

Now if one contrasts the average age at death of

different specialists who use radiation to differing

degrees, there is an interesting picture also. Figure

three gives the average age at death for the various

groups over the period from 1930 to 1956. The
norm is made up of unexposed physicians

;
that is,

they may have had some contact with X ray, hut

there is no record of their using it in their practice.

The cardiologists, the gastro-enterologists, the

orthopedic surgeons, the dermatologists work with

X ray somewhat, but not as a specialty.

In the 1920’s, some thirty years after radiation

was in general use, interest in protection from

radiation grew, and by 1931 there had been estab-

lished an international unit of radiation measure-

ment — Roentgen, or r as it is commonly abbre-

viated, and also a standard of dosage for occupa-

tional purposes
;
60r per year was set down as a

permissible occupational dose. This contrasts with

the 15r in any one year, or average of 5r per year,

permitted at the present time.

The successive reductions in levels of radiation

exposure have been based in part on a better under-

standing of the potential harmfulness of chronic

radiation, but also hinge, in part, on genetic con-

siderations. Our present low levels of occupational

exposure are based more or less on considerations

of populations, rather than individuals, and also on

the assumption, for which geneticists have every

evidence, that there is no repair of damage done to

the germ plasm as contrasted with the very appre-

ciable amount of repair possible for the somatic

cells.

This lowering of permissible dose has been fur-

ther influenced by the fact that many more people

are now engaged in fields where occupational expo-

sure to radiation is likely, so that a far larger pro-

portion of the population is potentially exposed
today than in the past.

We still clo not know exactly how this intangible

and imperceptible force, ionizing radiation, affects

the cells and the organism as a whole. Sources of

radiation, be they conventional X-ray machines,

atom smashers, linear accelerators, radium, radio-

isotopes, atomic piles, produce radiations that de-

liver quanta of energy to the cells of the body. If

these quanta are absorbed by a vital portion of the
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cell such as the nuclear material, injury or destruc-

tion occurs in that portion of the cell.

Interestingly enough, since the effects of radia-

tion injury are far greater than the transfer of

energy alone would indicate, it is assumed that

molecules particularly vital to the cell have to be

affected to bring about the change observed. It is

much like having a perfectly good carburetor mix-

ture fed to the cylinders but the spark is needed to

make the motor go.

Among such hypothetical materials, although

there is fairly good evidence to back up their nature,

are the various intracellular enzymes and the nu-

cleic acid components of the nucleus.

The somatic effects of radiation vary greatly, as

Doctor Murray has indicated to you, with the total

dose of radiation absorbed and the rate at which

that radiation is delivered. 400r delivered to the

total body within a few' hours, kills about half of

the human population exposed.

The acute radiation syndrome has been described

many times, and lias been touched upon by Doctor

Murray. I will not repeat it to you. But I will remind

you that the pathologic changes, and the symptoms
of this syndrome, are determined by the relative

sensitivity of the various tissues, the most sensitive

being the cells of the hemapoietic tissue and ger-

minal epithelium, the more resistant being those

cells that do not ordinarily proliferate during adult

life.

U. S. Navy photo
FIGURE IV

A typical picture of a Nagasaki atomic fatality

is shown in Figure four. Note the abscesses of the

skin without reaction due to absence of white blood

cells. Note also the cellulitis of the neck. Over-

whelming bacterial infection brought about by the

destruction of immunity was the cause of death.

Figure five represents another type of picture,

the bone marrow of one of the radium watch-dial

workers in New Jersey, so well studied by Doctor

Harrison Martland, whose account you may recall.

Observe that there are areas of fibrosis of the mar-
continued on next page
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FIGURE V
Showing bone marrow of radium dial worker

row, scarring, destruction of the osteo-clastic cells,

so there is no resorption of the bony trabeculae, and

there are masses of proliferating cells in this case

of the erythroid series, with a rather poor white

cell formation. So that there was not only anemia,

but a drop in white count.

The actual cause of death, however, was osteo-

genic sarcoma, which came about by the imbalanced

growth of the bone with the destruction of the

osteo-blastic cells as a possible factor.

It is fortunate that our body cells have a great

capacity for repair, and therefore, sub-lethal doses

of radiation may be recovered from to a very strik-

ing degree. However, a portion of the injury done

is never completely repaired, so that the person or

experimental animal who has received one dose of

ionizing radiation, will show a greater degree of

damage with another dose, than would a person

who had never been treated or exposed, in response

to a similar amount.

In contrast to the somatic cells, the germinal

epithelium does not recover. Once a mutation has

been induced, it is permanent, until eliminated from

the gene pool of the race.

Mutations vary greatly. Geneticists have come to

assume that most of them are undesirable. Only

when one can weed out the individuals with un-

favorable mutations, as for example, in the breed-

ing of new varieties of plants or in animal hus-

bandry. is it practical to consider mutations as
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favorable. Otherwise they are undesirable.

The expression of these mutations may be seri-

ous or trivial. Many of you recall the fad that

women had in their hairdo, where one lock would
be dyed white. Well, the natural occurrence of this

white lock is evidence of one particular type of

mutation.

Some of you may have a friend with one green

eye and one brown eye. This again is a mutation.

The number of genes in man is not known, but it is

in the hundreds of thousands. So there are a great

number of possible mutations.

The radiation of the population that survived

the atomic bombs at Nagasaki or Hiroshima, un-

doubtedly produced some genetic change. But in

the first generation, of whom we have studied about

1 5,000, it is at least so small that there is no signifi-

cant difference, as far as genetic abnormalities are

concerned, from the control population.

This doesn’t mean that mutations were not pro-

duced, but merely that the population studied,

although in the thousands, was still too few to show
demonstrable changes. The study is being continued

to the second generation, when we hope to obtain

additional information.

There has been a great tendency in some of the

discussions in the press, to mistake the tangible

effect of mutations for truly serious effects. Thus
the inability to taste certain inorganic chemicals,

on the one hand, and the development of a retinal

blastoma on the other, may be each due to a muta-

tion. The first is insignificant; the second lethal.

It is assumed that the number of mutations now
present in the gene pool of the race might be dou-

bled without significant harm resulting to the race.

If one assumes that the background level of radia-

tion with which mankind has established equilib-

rium is in the order of 4.5r, your background radia-

tion here in Providence, then it may be said that we
can receive an amount of radiation equal to this

without placing too heavy a social or economic

burden on the race.

One of the striking things about radiation is that

it is imperceptible. How does one go about measur-

ing it ? Tbe methods vary somewhat, but are reason-

ably satisfactory. Darkening of photographic film,

use of the Geiger or scintillation counters are prac-

tical techniques.

Fortunately, radiation can be detected at fan-

tastically low levels, so that a wide spread exists

between potentially harmful levels of radiation and

the lowest amounts detectable.

It is this very ability to measure extraordinarily

low amounts of radiation that has tended to confuse

the picture as to the protection of individuals from

radiation. There is naturally a tendency to confuse

any detectable level of radiation with the biologi-

cally significant level.



371THE PREVENTION OF SOMATIC AND GENETIC RADIATION INJURY

There are here among you tonight, quite a few

who use ionizing radiation diagnostically and thera-

peutically. How do you know whether or not you,

or your nurses, or technicians, are safe? Is radia-

tion escaping from your apparatus? Be sure it

meets the national requirements of the Committee.

Wear film badges to determine the amount of indi-

vidual exposure you have received.

What about your patients? It would he tragic to

deny them the great value of diagnostic X rays, or

the therapeutic use of radiation. However, there

are certain general principles that can he applied

which will minimize exposure. For example, it is

essential in the control of tuberculosis, that you

have effective, careful early detection of the disease.

The use of X rays is one of the simplest and best

means of this detection. On the other hand, it is

essential to protect the gonads of the individual

radiated, and to keep the field of radiation as small

as is compatible with the diagnostic needs.

Secondly, one can gauge the probability of find-

ing disease in the groups, and decide whether or not

X ray is the best way of case finding. For example,

in high school children, satisfactory results for the

diagnosis of tuberculosis can be obtained by other

diagnostic screening techniques such as tuberculin

skin testing, with chest radiographs only of those

who react positively.

It is well also to keep in mind that the photo-

fluorographic apparatus, while cheap to operate, is

costly in terms of the dose of radiation it gives. For

example, the exposure incident to the average 14

x 17 chest film, is less than five-one hundredths of

a Roentgen. The exposure used to obtain the photo-

fluorographic picture is some twenty times as much,

and may exceed this.

The study group of the National Academy of

Sciences found that medical X rays, after the nat-

ural background, made the largest contribution to

the total genetic dose.

In addition to the strictly genetic considerations,

one must also note the fact that the developing

embryo, particularly in the first trimester, is much
more sensitive to radiation than is the adult. Retar-

dation and anomalies of growth can be produced in

the developing embryo, particularly in the bone

and central nervous system.

There is some equivocal evidence that even pelvi-

metry in the pregnant woman, may involve danger

to the child. The figures of Alice Stewart of the

United Kingdom indicate that there is an appre-

ciable amount of leukemia among the children who
had been radiated in utero. This point, however, has

not been clearly established.

There has been a tremendous amount of em-
phasis placed on radioactive fallout from weapons
testing. The amount and nature of radioactive fall-

out is probably better documented than almost any
other subject. Over half a million determinations

have been made and studied in various parts of the

earth. They indicate radioactive fallout thus far is

only a small fraction of the natural background.

There are two kinds of fallout. One, the kind

localized in the vicinity of nuclear explosions that

have occurred in contact with the earth, and are a

mixture of the earth, with induced radioactive and
fission products. It was this type of radiation that

was received by the Japanese, the crew of the Japa-

nese fishing vessel, and by the Marshall Islanders.

Then there is a second type of fallout, the more
distant type, the commonly spoken of type, which

comes from most of the nuclear explosions and

consists of very finely divided fission products

which may receive world-wide distribution,

although the intensity at any one spot is extremely

low.

Every one of us, at the present time, probably

has a few atoms of radioactive strontium that we
have breathed in from the fallout from the bomb
tests. These are so small in amount as to have no

biological significance.

The attempt to develop a so-called “clean bomb,”
is an attempt to minimize this type of fallout. 1

think we can say quite clearly, on the basis of the

evidence at hand, that radioactive fallout at the

present time is not likely to cause harm from con-

tinued bomb testing, because it is less significant

than the changes in background radiation that are

produced bv changes in altitude alone. Thus, the

move from Providence to Denver involves the re-

ceipt of an increased amount of background radia-

tion compared to which radioactive fallout is of

very minor significance.

Providence Journal Company Photo

Doctor Shields Warren, of Boston, receives the Doctor
Charles Value Chapin medal of the city of Providence
from City Councilman Jacob J. Alprin as Rhode Island

Medical Society president. Doctor George W. Waterman
watches the presentation.
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THE ATOM — ITS ULTIMATE PROMISE

Honorable John O. Pastore

The Author. Honorable John O. Pastore of Provi-

dence, Rhode Island. United States Senator from

Rhode Island : Former Governor of the State of Rhode

Island; Member of the United States Senate Joint

Committee on Atomic Energy, the United States

Senate Appropriations Committee, and the Special

Subcommittee on Disarmament of the Senate Foreign

Relations Committee.

I
come with special satisfaction and pleasure to

this affair of the Rhode Island Medical Society.

For only last night your Society honored a man
who is no stranger to the Congress — particularly

to the members of the Joint Committee on Atomic
Energy. We have long profited from the knowledge

and public service of Doctor Shields W arren. We
rejoice that— last night— you bestowed upon him

the Charles Value Chapin Award.
Doctor Warren was the first director of the divi-

sion of biology and medicine eleven years ago —
when the Medical Board of Review was first set up

by the Atomic Energy Commission. Today, as a

member of the United Nations Scientific Commit-

tee on the effects of radiation, his skill is at the

command of the whole world.

It is a distinct privilege for me to talk to you on

any phase of the atom in the same week in which

you have honored this great American.

He is a symbol of the dedication of the medical

profession to the cause of humanity— on the world

scale — just as each physician and surgeon within

the realm of his practice contributes so much to the

cause of humanity. Each doctor contributes to the

happiness of the individual, to the peace of mind of

the community, to that progress which frees the

human mind from its deepest fears. He seeks to

save the human body from its countless pains and

perils. The doctor makes his corner of the earth a

place of greater contentment for the present, and

greater hope for the future.

In this day, when we are inclined to be carried

away with the claims of tremendous discoveries,

when we dally with the ideas of voyages into space,

*An address delivered at the annual dinner of the Rhode
Island Medical Society, at its 147th Annual Meeting, at

the Sheraton-Biltmore Hotel. Providence, Rhode Island,

on May 14, 1958.

when the photon rocket is accepted as a serious idea,

when we are told that man will be able to travel at

the rate of 186 thousand miles a second, it may be

wise for us to slow down just a trifle.

It may calm us to evaluate some of the equally

important discoveries that have come to us from
the minds and hearts of doctors.

From their laboratories and their researches have
come a long procession of values, from Pasteur to

Salk. Every physician and his patient treasures

some memory of a miracle — of the impossible —
which lifted some life to the heights of healing. It is

a personal experience before which all other prob-

lems of the world fade in importance.

Only a few days ago in Philadelphia Doctor Salk

modestly listed the international contributions lead-

ing to the development of the vaccine that bears his

name. The occasion was the meeting, the Fifth Con-
gress of the International Society of Internal Medi-

cine. A thousand of the leading specialists in that

field from all over the world were there. Such a

meeting proves the universality of medicine. It

proves the universality of human suffering, and

the universal search of people for happiness.

It proves the universal need for a common path

through the jungles of basic hunger, disease, and

despair. All mankind aims toward a civilized pla-

teau of plenty and peace.

The whole world has too much in common to

give, too much in common to receive, to toss it

away, if a balance of terror is accepted as man’s way
of life.

Listen to Doctor Salk as be gives the sources of

the polio miracle we enjoy today. The diverse

clinical aspects were first described in Germany,

Sweden and the United States. The causative virus

was first isolated in Austria. An American, Doctor

Joseph Enders of Boston, was the first to grow the

virus in a tissue culture. But the formulary came

from Canada, and the essential antibiotics for the

tissue culture were first discovered in England.

What could be more universal than that !
— unless

it be atomic energy.

Discovery of Radioactivity

Sixtv years ago in France came the discovery

of radioactivity. It was the first evidence that the

atom had a source of energy far greater than man
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had ever dreamed. The famed work of the Curies

followed. Forty-seven years ago Rutherford of

England was building his renown as the greatest of

the nuclear scientists. I count Enrico Fermi of Italy

as his close follower. The Germans, Japanese, Rus-

sians, English, French, Italian, Hungarian — sci-

entists in every laboratory in the world contributed

a part to the pursuit of the atom. All worked for the

useful release of the tremendous energy hidden in

the heart of the atom— its nucleus.

Why should scientists be so interested? The
economic progress of the world, whether we like it

or not, is based on power, industrial power. The
prosperity of a nation is in direct ratio to its posses-

sion of the sources of power. This is the energy

hidden in the fossil fuels of Mother Earth — the

wood, the coal, the oil.

But there are vast areas of the earth without such

resources, areas depressed, hungry, unhealthy,

hopeless and helpless unless the rest of the world

rises to their needs.

Even in our own country these resources will not

last forever. The years of our petroleum deposits

are numbered. Supplies of coal, in countries like

Great Britain, are fast reaching the vanishing point.

If science can release the energy of the atom, sci-

ence will place for the use of mankind a supply of

power equal to the energy of the sun. This indeed

is fantastic in its implications, because that nuclear

energy would be universal. It would not be bound

by any wealth nor any poverty of a particular land.

The goal of the scientist is the good of mankind, an

era of plenty, an era of peace.

Why the change? In the summer of 1939, scien-

tists in America were alarmed by their belief that

German scientists were concentrating on a nuclear

chain reaction.

In March of 1939 our scientists alerted our de-

fense authorities that uranium might be used as an

explosive that would have a million times the

energy of any known explosive. Such peace-loving

men as Einstein joined in warning this govern-

ment. President Roosevelt took the responsibility

of giving the order and providing the funds. Most
of all, he provided the enthusiasm and perseverance

which, through the genius of Enrico Fermi, finally

gave us the perfected atomic bomb. If I mention

Enrico Fermi alone, I do not mean to neglect the

fifteen thousand men and women who took part in

the war research that led the way, or the more than

half a million workmen engaged in making the first

atomic weapons. All had a share in the greatest

secret ever kept — until that day at Hiroshima.

Thus we see that atomic energy, though cradled

in peace, was launched in war. War was far re-

moved from the purposes of the scientists, far

removed from their prayers.
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With the conclusion of war, hastened by the

threat of the atomic bomb, it became the purpose

of the United States to restrict the bomb. We played

it down. It was our desire to keep its secret as long

as we could, so that peril to the world might not

be multiplied.

The Threat of Communism
But now for forty years a shadow has been deep-

ening over the peace of the world. It is Soviet Com-
munism. A handful of men, comparatively speak-

ing, have been able to impose their will on a great

nation. They have been able to dominate other

nations. Now, with their satellites, they have the

men and the material resources against which no

free nation can stand alone.

Communism is not only a political and economic

system, it is a complete plan of thought. It is a com-
plete way of life, a complete appeal to man’s mind,

to his physical desires, to bis emotions. Communism
ofters itself as a substitute for man’s belief in God,

a substitute for bis love of country we know as

patriotism.

Communism demands the surrender of all the

moral, social and economic standards that belong to

the individual in a country that is free.

It is a complete denial of all things that we define

and defend as Americanism. It is an evil plague on

the peace of the earth, as we see it. So it becomes

our thought, as would be the thought of the good

physician, to meet this plague with all the preventa-

tives at our command. Yet we should have in mind
the cure. We would seek the attainment of a prac-

tical peace in which civilization can march on to its

destiny in a world created by God for man’s use.

The preventatives are many.

The free world may well be grateful for the

years in which we alone possessed the secret of the

atom. Only atomic fear prevented the massive

Soviet armies from over-running Europe. For
Europe was on its knees — victor and vanquished

alike — from the most devastating war in history.

Only the fear of atomic retaliation keeps

Khrushchev in his place today.

True, the Russians have a destructive force

aimed at their principal target with a violence that

beggars description. They announced a year ago

that they had successfully fired a 5,000-mile inter-

continental ballistic missile. That would take only

thirty minutes from thrust to its target. Now more
than 500 Soviet submarines are said to be prowling

the oceans and every day the anti-submarine patrol

of Quonset scours the seas. We remember our ex-

perience with German submarines
;
and we have a

decent respect for submarines that could carry

nuclear warheads.

We send our strategic air force with its great

nuclear armed bombers, on their patrols every day,
continued on next page
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wherever there might be a Soviet threat. We fly

two thousand missions each week. We go so far,

and no farther. But we shall not be caught on the

ground again
;
we will not be caught napping.

We know that as long as we excel them, there is

a deterrent.

When they equal us, there is a dead-center, a

balance of peril. If they excel us there is danger, a

danger that they may reach the point of no return.

Remedies Sought

Against all this, like the good physician, we
apply all the remedies that look to a cure. We have

the United Nations, we have NATO and SEATO,
we have the Marshall Plan, the four-point program,

foreign aid and trade, the International Atomic

Energy Agency. We are comrades in arms to main-

tain a balance of power in Europe. And to all na-

tions. we are generous to the extreme. We help

them toward their aspirations of economic strength,

bodily health and national peace.

We have offered atoms for peace through the

United Nations. You recall the Eisenhower speech

of 1953. You remember Geneva in 1955 and Vienna

in 1957. Always and everywhere, we have given

the world ample proof that we have no intent to

wage war
;
for us there is no profit in conquest. At

New York and at London, the world had our sin-

cere declarations for disarmament.

We shall not be afraid to meet and discuss our

differences and our agreements with any nation.

We shall not expect complete success from one

such conference
;
nor shall we feel that the partial

failure of any such conference is an invitation to

all-out war.

We must be prudent, and we must be patient. We
must be vigilant as to our defenses. But we must

he equally diligent to promote the research and the

sharing of atoms for peace; for one day they may
provide the break-through

;
they may disperse the

smoke screen of terror the Soviet would cast over

the world.

It is a world in many places struggling to adjust

itself to new found freedoms, to the nationalism in

which we have encouraged them, to independence

in a world where they will find that interdependence

is the need of the strong as well as of the weak.

We are only on the threshold of the promise of

the atom for peace. There is the enthusiasm of the

doctor as atomic radiation curbs those scourges of

humanity, heart disease, arthritis, cancer.

World of Medicine Stimulated

The whole world of medicine has been stimu-

lated anew as the atomic process, for the first time,

allows man to trace the life process while it is in

progress. It tells us how the body grows, how it

fights disease, and carries on its functions.
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In agricultural research atomic energy unlocks a

vast storehouse of knowledge about soils, plants

and animals. It penetrates to the mystery of the sun
in the growth process. This is a knowledge Amer-
ica can bring to the undernourished and under-

privileged the world over. There is no need for

hunger anywhere.

American industry uses atomic radiation in pro-

ducing everything from laundry detergents to steel

girders and saves a billion dollars a year over the

old methods. The Nautilus and its sister submarines

herald the age of nuclear propulsion. Their fabu-

lous performance invites a discussion of nuclear

propulsion in the space age. In the field of power,

atomic energy runs away with the imagination, and
then proves it in production.

When we realize that one pound of uranium, the

favored atom, when completely fissioned, is equal

in energy to three million pounds of coal, we begin

to understand the appeal of the atom.

I could lead you through more than seven hun-

dred pages of testimony given us by Doctor

Warren and by similar leaders in their respective

fields. All is proof of the promise of the atom for

peace.

But what is most important, the whole scientific

world knows that promise. The whole world hun-

gers for its performance. Without force of arms it

can bring the opportunity for prosperity
;
each na-

tion can be happy within its own boundaries
;
each

home can be secure upon its own acre. This world

can be at peace.

There is no aloneness about the desire for health

and happiness. I have seen the sharing of science

at Geneva and at Vienna. There is no aloneness

about science.

I am sure that no iron curtain divides humanity

in its prayer for peace. I am equally sure that a dis-

turbed world looks to America today for the con-

fidence it sorely needs.

This is undoubtedly a time for us to be very

serious, very sincere, very responsible.

Almost five hundred years ago humankind was
granted the discovery of this continent, this New
World when the Old World needed new horizons.

Almost two centuries ago, humankind was
granted this new nation, this new experiment in

democracy where life, liberty and the pursuit of

happiness would be the badge of human dignity

under God.

For reasons best known to Himself, God chose

this nation to be the instrument of His revelation

of atomic energy.

I believe that this nation has kept faith with that

gift, as it has kept faith with the world as its great

source of hope and of help.

I do not believe that God intended this great gift

to be used to destroy man made in His image. I am
concluded on page 395
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T hese two new drugs were introduced between

1952 and 1954 by Shaw and co-workers 1 from

Australia.

Megimide (beta, beta—methylethylglutarimide),

also known under the names of Bemegride and

Mikedimide, has been considered to be a direct an-

tagonist to the barbiturates. The antagonistic effect

has been observed and investigated in animals and

in man.

The chemical formulas of Megimide and barbitu-

rates are

:

beta, beta - methylethylglutarimide 5, 5 disubstituted barbiturate

Due to the chemical resemblance of Megimide to

barbiturates the antagonism has been explained on

the basis of competitive inhibition : Megimide is ex-

pected to replace the barbiturates at the effector

cell by virtue of higher affinity for it.
2 - 3 The electro-

encephalographic studies conducted by Cass4 in

rabbits demonstrated that Megimide reverses the

pattern of deep depression due to barbiturates. No
reversal was obtained when non-barbiturates were

used. However, there was one exception : the sleep

induced in mice by a non-barbiturate Doriden

(alpha, alpha—ethylphenylglutarimide) was an-

tagonized rapidly too. The similarity of the chem-

ical formulas of Megimide and Doriden suggests

also that competitive inhibition may be the mech-

anism of the antagonism. The electro-encephalo-

graphic studies by Cass showed also that Megimide
is capable of reversing the barbiturate pattern more
than the commonly used analeptics.

Chemically, Megimide is the imide of methyl-

ethyl-glutaric acid. Not much is known about its

metabolism. The preliminary studies have shown

that the major part of the Megimide is excreted in

the urine unchanged.

It is of interest that Megimide has been used ex-

perimentally in clinical conditions other than bar-

biturate poisoning. In France, encouraging and

sometimes spectacular results were obtained with

Megimide in the treatment of alcoholic polyneuritis

and sciatica. 5 This effect was attributed to Megi-

mide’s stimulant action on the peripheral nerves.

Daptazole (2, 4—diamino— 5— phenylthiazole

hydrochloride), also known under the name Ami-
phenazole, is a partial morphine antagonist. The
chemical formula is

:

2, 4 - dlamlno - 5 - phenylthiazole hydrochloride

Daptazole, unlike nalorphine, does not inhibit the

analgesic effects of morphine. Daptazole counter-

acts only the morphine induced respiratory depres-

sion, vomiting, and narcosis. Daptazole has been

used in other conditions than barbiturate poison-

ing
;

in prolonged labor together with morphine,

in neonatal apnea caused by morphine, and to-

gether with morphine for intractable pain in termi-

nal cancer patients. 6, " 8 ' 9 As reported by Shaw and

co-workers 1,

2

Daptazole has only a weak antago-

nistic effect to barbiturates. However, it is consid-

ered to be a good synergist to Megimide as well as

an excellent respiratory stimulant. It is expected to

reduce the risk of toxic manifestations, which

sometimes occur when Megimide alone is given

rapidly and in high dosage.

The first series of cases of barbiturate poisoning

treated with Megimide and Daptazole were re-

ported in 1955 by Scbulman, Shaw and co-workers.2

The report includes 41 cases of which 9 were severe.

The two drugs were injected into the rubber tubing

of a 5% glucose intravenous infusion: Daptazole

1 cc. 15 mg, from one syringe, followed immediately

by Megimide 10 cc, 50 mg, from a second syringe.

This dosage was repeated every three to five min-

utes until the comatose patient was brought into

“safe state,’’ from which spontaneous recovery to

continued on next page
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full consciousness usually occurred within eight

hours. The “safe state’’ was denoted by the improve-

ment of respiration and circulation and return of

muscle tone and reflexes. Xo serious side-effects

from the treatment were noted, only slight increase

in blood pressure and sweating were observed. Of
the 41 patients treated. 40 recovered, one died. The
death was not due to the use of Megimide and

Daptazole.

From the available literature, reports of one

hundred more cases of barbiturate poisoning treated

with Megimide alone or in combination with Dapta-

zole were found. 10'17

In general, the drugs were administered by the

method described before. However, in some series

of cases the drugs were administered by continuous

intravenous drip. The repeated single-dose method

allows a better control and precision of the dosage,

and therefore appears to be preferable. The total

dosage has varied between as little as 100 mg. of

Megimide and 30 mg. of Daptazole to as much as

5500 mg. of Megimide and 1200 mg. of Daptazole.

The range of average total dosages : Megimide 500-

2000 mg.. Daptazole 150-600 mg.

Some patients who were brought to “safe states”

regressed into deep comas. In most instances when
this occurred, the poisoning had been caused by

long-acting barbiturates. The regression was
treated by re-administration of Megimide and

Daptazole.

From all these additional case reports 10 17
it

appears that excellent respiratory stimulation is

achieved by the administration of Megimide alone

or in combination with Daptazole. Clemmesen, 14 in

his report of 70 patients with barbiturate poisoning,

showed that in 7 patients with respiratory paralysis

and total apnea, the respiration was restored to

normal during or shortly after the administration

of Megimide and Daptazole. The re-establishment

of arrested respiration is a particularly significant

result. This has not been achieved by means of any
other drug.

In the majority of cases, increased reflex activity

and an undoubted arousal effect, with reduction of

the depth of coma, were obtained. However, con-

trary to the original observations made by Sclml-

man, Shaw and co-workers,2 the duration of coma
did not appear to be shortened. The rate of the

elimination of barbiturates was not increased.

Megimide and Daptazole did not appear to restore

consciousness at a higher blood barbiturate level

than in the control cases, who did not receive these

drugs for the treatment of barbiturate poisoning. 13

Shaw and co-workers reported no side-effects

from the use of Daptazole alone. They have pointed

out the risk of inducing vomiting and convulsions

by over-dosage of Megimide. If needed, intra-
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venous Sodium Pentothal is given to abolish this

type of toxic effects.

In other reports from the literature the follow-

ing side-effects and complications were observed

:

restlessness, muscular trembling and twitching,

retching, vomiting, convulsions, and mental disturb-

ances. Vomiting was infrequent. The convulsions

observed during the treatment were mild in most

instances and consisted of short-lived attacks of

tonic-clonic movements, which did not need any

treatment. The convulsions appeared mainly in pa-

tients who were known to be addicted to barbitu-

rates. The incidence of convulsions observed varied

in different reports. Relatively high frequency was
reported by Kjaer-Larsen

;

15 among 50 patients

treated, 16 had convulsions. Of these 16. only 4

patients had grand-mal seizures, 12 petit mal.

Among the 4 with grand-mal seizures. 3 were ad-

dicts and among the 12 with petit mal seizures. 3

were addicts.

Mental disturbances appeared usually 1-3 days

after the patient had regained consciousness and
subsided spontaneously within 1-6 days. Mental

disturbances had the characteristics seen in the

withdrawal state; disorientation, fluctuation of

attention, confusion, hallucinations and confabula-

tions. Kjaer-Larsen 13 observed mental disturbances

in 15 patients out of 50. Again, the majority of

these 15 were known addicts.

Since Megimide has been shown to he a good

respiratory stimulant and since hyperreflexia and

convulsions can he produced with Megimide, Lome
and Sonne 12 have questioned the validity of the

hypothesis that Megimide is a barbiturate antag-

onist in a strictly biochemical sense. They suggest

that Megimide counteracts the barbiturates by a

central stimulant action.

More investigative work and observations are

needed to clarify the exact mechanism of Megi-

mide’s action.

Megimide and Daptazole have been used in bar-

biturate poisoning, mainly in countries other than

the United States. The majority of the case reports

is from Europe and Australia. Only a few cases of

barbiturate poisoning treated with these drugs are

reported in the medical literature in the United

States. 10 17 In the following report we are present-

ing four cases of barbiturate poisoning treated with

Megimide and Daptazole.

Case Reports

Case Xo. 1

:

This fifty-five-year-old female, who
was found unconscious in her room, was admitted

to the hospital October 2. 1956. at 9:15 a.m. She

was in deep coma. Her skin was cold, her lips, hands

and feet were cyanotic. Xo response was obtained

to painful stimuli. Pupils were midwide with no

reaction to light. Corneal reflexes were absent. Xo
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gag- or cough-reflexes were obtained. Biceps re-

flexes were depressed but equal. Knee- and Achilles-

reflexes were absent. Babinski was negative bilat-

erally. The temperature was 98° F by rectum, the

pulse 110, and the respirations 28; the blood pres-

sure was 130/90. Respirations were shallow. Ex-
piratory wheezing was heard over both lung-fields.

Heart rhythm was regular, sounds distant. Liver

edge was palpable 2 cm. below the right costal

margin in mid-clavicular line. Spleen was not palpa-

ble. Urinary bladder was distended 7 cm. above the

pubis.

The possibility of drug and/or alcohol intoxica-

tion was considered. She was known to have been

suffering from bronchial asthma for many years.

She had been taking medications for her asthma.

She was also known to use alcoholic beverages.

On the basis of the information received from

her neighbors it appeared likely that she had been in

coma for longer than six hours. Therefore, the

stomach was not aspirated. Her nose, mouth and

throat were cleaned with suction. Oxygen 6 L./min.

by nasal catheter was started. Blood was drawn for

laboratory work, and intravenous fluids were
started. Because of her bronchial asthma epinephrine

0.3 cc. of 1 :1000 solution was given subcutaneously,

and aminophylline 7 l/2 gr. was added to intra-

venous fluids. She was placed on Dicrysticin 2 cc.

intramuscularly twice a day. When the laboratory

reports were available, the blood barbiturate level

was found to be 7.76 mg./ 100 cc. Neither morphine,

nor alcohol were detected in the blood. Blood sugar

was 128 mg./lOO cc., BLTN 9.2 mg./lOO cc. Urin-

alysis showed a specific gravity of 1.009, a ++ test

for albumin, many red blood cells, a few white

blood cells and Bacteriae in the sediment.

The diagnosis of barbiturate poisoning was made.

Since the patient was in deep coma with respira-

tory depression, it was decided to use analeptic

agents. Recently, we had had some experience with

an experimental respiratory stimulant WIN 7969,

N,N’ — di — butylethylene diamine — N,N' —
dicarboxy bismorpholide. Seven ampules of WIN
7969, each containing 45 mg. in 3 cc., were given

intravenously, October 2, from 9:00 a.m. to 6:00

p.m. No appreciable results were obtained. The
patient remained deeply comatose, with no reflex

response and no response to painful stimuli.

October 2, at 6 :00 p.m., nine hours after her ad-

mission, intermittent non-convulsive electrical

stimulation was started using Reiter’s stimulator.

Electrodes were applied to fronto-temporal area,

bilaterally. Currents up to 3 milliamperes were
used. She was stimulated at 15 — 30-minute inter-

vals for 30 minutes each time. From October 2,

6:00 p.m. to October 4, 10:00 p.m. she received 54

thirty-minute stimulations in 52 hours. The elec-

trical stimulations improved her pulmonary ventila-

tion. With forceful expirations the bronchial secre-

tions were made more easily accessible to suction

from throat and mouth. Electrical stimulation did

not lighten the coma. On October 3, her barbiturate

level was 8.35 mg./lOO cc. and on October 4, it was
6 .88 .

On October 3, 24 hours after her admission, she

developed fever of 102.6°F. by rectum. Physical

findings of the chest revealed asthmatic expiratory

wheezing over both lung-fields and moist rales over

right lower posterior chest. A chest X ray taken on

October 4, showed an area of increased density in

the basal portion of the right lung consistent with

pneumonitis. The Dicrysticin was continued.

October 4, 3 :00 a.m., 42 hours after her admis-

sion, while on electrical stimulation, her blood pres-

sure dropped to zero, her pulse rate increased to

150. Levophed was started intravenously. Three
hours later her blood pressure was 1 10/80. The high

pulse rate of 130-150 persisted and moist rales were

heard over both lung-fields. She wTas digitalized

with Digoxin intravenously and intramuscularly. A
few hours after digitalization her pulse rate was
found to be 76-100. Patient was continued on elec-

trical stimulation with the purposeof supporting her

pulmonary ventilation. In the intervals between the

stimulations her respirations became shallow, pulse

rate increased, and her face had a cyanotic tint de-

spite the administration of oxygen. An electrocar-

diogram on October 4, taken during an interval

between electrical stimulation, showed auricular

tachycardia with block
;
auricular rate 200, ven-

tricular rate 150.

October 4, at 10:00 p.m., 61 hours after admis-

sion, patient was still in deep coma without any

reflex-response. It was decided to use Daptazole

(2, 4 — diamino— 5 — phenylthiazole hydrochlo-

ride) and Megimide (beta, beta — methylethvl-

glutarimide ) intravenously, and to discontinue elec-

trical stimulation. Dosage: Daptazole 1 cc., 15 mg.,

followed immediately by Megimide 10 cc., 50 mg.,

injected into the rubber-tubing of a 5% glucose in

water intravenous infusion. This combination was

repeated every 5 minutes. After the fourth dose the

patient responded to painful stimuli and tried to

open her eyes when her name was called. After the

fifth injection muscle tone became normal (com-

plete flaccidity before treatment). After the eighth

dose she started to cough frequently and moved her

extremities spontaneously. Corneal reflexes, pupil-

lary light-reflexes and biceps reflexes were ob-

tained. Knee- and Achilles-reflexes were not ob-

tained. Normal plantar response was elicited. Slight

spasticity of muscles was noted. Her face became

flushed. No significant change in blood pressure

occurred. Pulse rate increased from 80 at the begin-

ning of treatment to 140 at the completion of treat-

ment. Respirations became deeper, no significant
continued on next page
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change in the rate.

From this time on patient continued to cough

spontaneously and to move her extremities spon-

taneously. Xo relapse into deep coma occurred.

Surprisingly enough, the blood barbiturate level

determined 1 1 hours after the administration of

Daptazole and Megimide, was 8.16 mg./lOO cc.,

which was higher than on the day before the treat-

ment. And yet, with higher barbiturate level she

was out of deep coma.

With the purpose of maintaining her responsive

state 2 more courses of Daptazole and Megimide

were given on October 5. Between 9:00 and 10:00

a.m. four injections of Daptazole (each dose 15

mg. ) and Megimide (each dose 50 mg.) were given.

After this she became more responsive
;
with effort

she was able to state and spell her own name. Be-

tween 3 and 4 p.m. four more injections of Dapta-

zole and Megimide were given. After the fourth

dose she was able to answer several simple ques-

tions. About 15 minutes after the fourth dose she

vomited a small amount of gastric fluid.

In the morning of October 6. 96 hours after her

admission, she was able to talk intelligibly. How-
ever, she still appeared lethargic.

From October 6 to October 12, her blood bar-

biturate level decreased from 6.4 mg./lOO cc. to

zero and her clinical improvement closely paralleled

the decreasing blood barbiturate level. October 8,

while her blood barbiturate level was 4.55 mg./lOO

cc., the lethargy had subsided, and the temperature,

pulse, respirations and blood pressure were within

normal limits. Her speech was still slow and thick.

She was fully oriented as to place and person, par-

tially oriented as to time. Her memory for the recent

events was impaired. October 12, when there was

no longer any barbiturate in the blood, she became

ambulatory.

During the first four days of hospitalization she

was attended continuously by a nurse and a doctor.

Among supportive measures used were : frequent

cleaning of airways, oxygen, intravenous fluids.

Her bronchial asthma was treated with epinephrine

and aminophylline parenterally. Her urinary output

was satisfactory throughout the course. Xo major

electrolyte problems were encountered. Potassium

chloride was added to intravenous fluids as needed.

Her hemoglobin and hematocrit were satisfactory.

Her white bood cell count was elevated to 16,850

with 80c/o neutrophils on October 5. The liver func-

tion tests were within normal limits. Follow-up

electrocardiogram of October 8 showed normal

sinus rhythm, no abnormalities. Chest X ray of the

same date showed clearing of pneumonitis.

Patient had one persistent complaint after full

awakening. She complained of headaches, particu-

larly over the left frontal area. October 9 she was

seen in neurological consultation. The only positive
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finding obtained was hyper-reflexia of the left upper

extremity as compared to the right. Skull X ravs

of October 17 showed no demonstrable pathologv.

Electroencephalogram of the same date showed a

normal pattern. It is possible that her frontal head-

ache was due to pressure-sores from the electrodes

used for electrical stimulation. Gradually the pres-

sure-sores healed and the headaches subsided.

She was discharged on Xovember 11, 1956. She

was well enough to return to work. Following her

discharge she was seen in the Out-patient Clinic

because of her bronchial asthma. She did not com-
plain of any headaches and the previously noted

reflex differences were not present.

Information concerning the amount of barbitu-

rates she ingested was not clear. She did remember
that she had taken a handful of Tedral-pills for

her asthma, and also phenobarbital. A Tedral tablet

contains : theophylline 2 gr., ephedrine gr., phe-

nobarbital l
/ft, gr. The type of barbiturate found in

her blood, determined chromatographicallv, was
phenobarbital.

Case No. 2: This forty-eight-year-old female was

admitted to the hospital in comatose state Xovem-
ber 19, 1956 at 8 p.m.

According to the information received from her

sister, she apparently had taken an overdosage of

“sleeping pills” 4— 6 hours prior to her admission.

From her history it was known that she had

attempted suicide twice during the past two years.

Also it was known that she drank alcoholic bever-

ages. About 10 years ago she was treated for tuber-

culosis of the lung. Since 1953 no activity of the

tuberculosis was detected. Last chest X ray of

September 21, 1956 showed fibrotic changes in the

apical portion of both lungs.

Upon arrival at the hospital the patient was found

to be in deep coma. Xo smell of alcohol was detected

on her breath. Her lips were cyanotic. She did not

respond to painful stimuli and no reflexes were

obtained. The pupils were dilated without any re-

sponse to light. The temperature was 104° F by

rectum, the pulse 120, weak; and the respirations

30, shallow. The blood pressure was 120/90. Heart

rhythm was regular, no murmurs were heard. Dif-

fuse rhonchi were heard over both lung-fields. The

liver edge was palpable 3 cm. below the right costal

margin in mid-clavicular line. Her stomach was

lavaged. During this procedure patient started to

vomit and apparently aspirated the vomitus. She

became cyanotic, apneic, and pulseless. A catheter

was inserted into the trachea and the airways were

cleaned with suction, and manual artificial respira-

tion was started. Within a few minutes she was

breathing spontaneously again, and her pulse be-

came palpable. Oxygen was given by nasal catheter,

blood was drawn for laboratory studies, Sc/c glu-
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cose in water was started intravenously and penicil-

lin was started intramuscularly. A Foley catheter

was inserted into the urinary bladder. Since she had

a considerable amount of mucus in the airways and
her respirations wrere shallow, a tracheotomy was
performed and an endotracheal tube was inserted.

November 20 at 1 a.m., 5 hours after her admis-

sion, she was still in deep coma without any re-

sponse to painful stimuli and without any reflex-

response. It was decided to use Daptazole and
Megimide intravenously, by injecting them into the

rubber-tubing of 5 °/o glucose infusion. Dosage:

Daptazole 1 cc., 15 mg., followed immediately by

Megimide 10 cc., 50 mg. This combination was
repeated every 5 minutes. After the fourth injection

plantar and patellar response was obtained. After

the fifth injection spontaneous movements of her

lips were noted. She started to cough. Her fingers

became spastically flexed. During the treatment her

blood pressure rose from 1 10/80 to 160/105. Pulse

rate increased from 88 to 100. The breathing be-

came deeper, the rate of respiration varied between

12— 22. It was considered that the patient was
brought to the “safe state.” No more injections were
given at this time. After the treatment the patient

remained responsive to stimuli and coughed fre-

quently. Ten hours later, with the purpose of main-

taining the “safe state,” another course of Dapta-

zole and Megimide injections was given. After the

second injection she moved her right leg sponta-

neously and yawned repeatedly. After the fifth in-

jection she coughed more frequently, moved her

extremities, opened her eyes and responded to sim-

ple commands, e.g., she lifted her left arm when
asked to do so. During the night of November 20,

she was somewhat restless but continued to respond

to stimuli and commands.
In the morning of November 21, 36 hours after

her admission, she tried to answer questions, but

her speech could not be understood because of apho-

nia due to the tracheotomy. In the afternoon of the

same day she was able to express herself in writ-

ing. From then on her recovery was uneventful.

During the course of her illness supportive

measures were used. The airways were kept clean

with frequent suction and the endotracheal tube

was changed frequently. Oxygen was given through
the endotracheal tube

;
fluids, intravenously

;
and

penicillin, intramuscularly. The temperature, which
on admission was 104° F. by rectum, returned to

normal on November 22. The initially elevated tem-
perature was apparently due to the accumulation of

secretions in the tracheo-bronchial tree and bron-

chitis. Chest X ray of December 3, 1956 showed a

static, old, fibrotic tuberculous process involving

the lung apices on both sides.

Her urinary output was satisfactory throughout
the course. The laboratory studies of the blood and

urine revealed no significant abnormalities. The
blood barbiturate level could not be determined due

to an accident to the specimen. Howrever, the type

of blood barbiturate was determined by paper

chromatography and was found to be Seconal.

Before discharge the patient said that five hours

prior to her admission she had taken a “handful” of

“sleeping pills” : Seconal, Sodium Amytal and

Doriden.

Patient was discharged December 5, 1956, 16

days after her admission. The tracheotomy incision

had healed completely and her general condition

was good.

Case No. 3: A fifty-five-year-old white female

was brought to the hospital following the ingestion

of 13 tablets of Tuinal, each containing 3 gr. On
admission the patient was deeply comatose, her

respirations were depressed and there was evidence

of increased bronchial secretions and cyanosis. Her
upper respiratory tract was cleared by aspiration,

and an airway was inserted. Gastric lavage was
carried out and the stomach contents sent to the

laboratory for analysis.

Ten cc., 50 mg., of Megimide, and 1 cc., 15 mg.,

of Daptazole were administered by slow intra-

venous injection. The Megimide was repeated in

50 mg. doses every 5 minutes until the patient had

received a total of 200 mg. At the end of 20 minutes

the patient responded to treatment and showed
signs of returning consciousness. She responded to

painful stimuli, her respirations increased in depth,

and her pupils dilated. No further medication was
given. Six hours later the patient awoke as if from
normal sleep.

Case No. 4: A fifteen-year-old white female in-

gested twelve lp2 grain capsules of Nembutal. Ac-
cording to the history obtained from an onlooker

the patient became drowsy ten minutes later. There-

after, she became progressively more comatose.

Approximately 20 minutes after she had taken

the drug she was brought to the accident room. On
examination the patient was comatose. Her respira-

tions were shallow, with a rate of 26. There was no

evidence of cyanosis. The patient did not respond to

painful stimuli. Her pupils were pinpoint and did

not react to light. Her corneal reflexes were absent.

The tendon reflexes could not be elicited. The
plantar responses were normal. The laryngeal and

pharyngeal reflexes were present and she had a

clear airway. The pulse rate was 70, of good quality

and regular rhythm. Blood pressure was 110/75.

The heart sounds were good, their rhythm regular.

A diagnosis of barbiturate poisoning was made in

view of the history and physical findings. This was
later confirmed by laboratory studies. Treatment

was instituted on the basis of the clinical diagnosis
continued on next page
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and was as follows : Having ascertained that the

patient had no obstruction to her airway, she was

placed in the shock-position with her head down
and her extremities elevated. This was done to

facilitate drainage of any bronchial secretions and

minimize aspiration of any gastric contents. A
Levine tube was passed into the stomach, and gas-

tric lavage was commenced using sterile water

;

simultaneously an assistant administered 1 cc.. 3

mg., of picrotoxin, intravenously. Gastric lavage

gave a disappointing result since only a small quan-

titv of the ingested drug was salvaged. No response

was noted within 10 minutes of the administration

of picrotoxin and it was decided to institute treat-

ment with Megimide.

Initially the patient received 10 cc., 50 mg., of

Megimide by intravenous injection over a 5-minute

period. On completion of the injection, dilation of

the pupils was noted and the patient responded to

painful stimuli. At this point it was considered safe

to move the patient to the ward.

Once in bed the patient was again examined, this

time in consultation with an anesthesiologist, who
recommended suction of the upper airways because

patient was producing an excess of secretion. 1.000

cc. of 5% glucose in water was administered intra-

venously. 600,000 units of pencillin was given as a

prophylactic measure.

Treatment with Megimide was reinstituted and

Daptazole was added. Ten cc., 50 mg., of Megimide
followed by 1 cc., 15 mg., of Daptazole were given

intravenously. This dosage was repeated at inter-

vals of 5 minutes. A careful watch was made to

observe any signs of overdosage. Following the

fourth injection the patient responded, the pupils

dilated, tendon reflexes returned and the patient

regained consciousness. The patient then entered a

stage of extreme excitability becoming increasingly

more difficult to control. She thrashed around the

bed. screaming.

Discussion

Table 7 summarizes the four cases of barbiturate

RHODE ISLAND MEDICAL JOURNAL
poisoning treated with Daptazole and Megimide.

1 he patients were females between the ages of 15

and 55 years. Patient No. 1. who had ingested an
unknown amount of phenobarbital, was in the deep-
est grade of coma, grade IV. Grade IV coma de-

notes significant respiratory and circulatory depres-

sion with the absence of most or all of the reflexes.

Patient No. 2 had ingested barbiturates and
Doriden, patient No. 3 barbiturates. These two
patients were in grade III coma showing respira-

tory depression and absence of reflexes. Patient-

No. 4 had ingested 1.2 gm. of Nembutal and was in

Grade II coma, with no respiratory or circulatory

depression.

The classification of Peed and co-workers' s
is

used in dividing the cases of barbiturate poisoning
into different grades of severity.

In these four cases the supportive measures used
were : meticulous care of the airways, oxygenation,

pressor agents, intravenous fluids, antibiotics. Gas-
tric lavage was performed in cases 2, 3 and 4. The
danger of gastric lavage in a patient without pha-

ryngeal and laryngeal reflexes is demonstrated in

patient No. 2 ;
she aspirated the regurgitated gastric

contents and became apneic. Artificial respiration

was needed to re-establish breathing. In this case

tracheotomy was performed to secure an adequate

airway.

In case No. 1, a respiratory stimulant. WIN
7969. and non-convulsive electrical stimulation

were used initially. No appreciable effect was ob-

tained from the stimulant. The electrical stimula-

tion was of great help : the depth of respiration was
augmented and the circulation appeared to be im-

proved. No arousal effect was obtained. The shock

and cardiac arrhythmia observed in case No. 1

during the electrical stimulation appeared to be the

complications of barbiturate poisoning rather than

the result of the electrical stimulation. After the

patient was brought out of shock with pressor-

agents, the electrical stimulation was continued

without any deleterious effect to the patient. The

TABLE NO. I

Four cases of barbiturate poisoning treated with Daptazole and Megimide

Case
No.

Sex /lye Drug ingested Dose
gm

Grade
of

coma

Duration of
coma until

administra-
tion of

Daptazole and
Megimide

Total dose used
Time-interval

between
administra-

tion of
Daptazole and
Megimide
and arousal

effect

Waking Time

Outcome

From
adminis-
tration of

Daptazole
and

Megimide

From
ingestion
of barbi-
turates

Daptazole
i.v.

Megimide
i.v.

1. F 55 Tedral (theo-

phylline,
ephedrine and
pheno-
barbital), and
Pheno-
''arbital

Un-
known

IV 67 hrs. 16.3 cc —
244.5 mg

161 cc =
805 mg

30 min. Hrs.
35

Hrs.
102

Recovered

2. F 48 Seconal,
Sodium
Amytal,
Doriden

Un-
known

III 10 hrs. 10 cc =
150 mg

1 00 cc =
500 mg

30 to 45 min. 31 41 Recovered

3. F 55 Tuinal
( Seconal and
Amytal

)

2.6 III Vz hr. 1 CC —
15 mg

40 cc =
200 mg

20 min. 6 6% Recovered

4. F 1

5

Nembutal 1.2 II H hr. 4 cc =
60 mg

50 cc =
250 mg

5 min. % Recovered
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electrical stimulation was continued because the pa-

tient’s breathing became dangerously shallow with-

out it. The delay in the administration of Daptazole

and Megimide was due to the difficulties in obtain-

ing these drugs. When they became available there

was no hesitancy in using them. Because of the

patient’s extremely poor condition after 67 hours

in coma complicated by pneumonia, shock and car-

diac arrhythmia, any favorable response to these

drugs would have been surprising. To see the pa-

tient’s respiration improved, to observe her respond

to painful stimuli and even try to open the eyes,

after receiving 60 mg. of Paptazole and 200 mg. of

Megimide, was indeed surprising.

The total dose of Daptazole and Megimide given

in each case is shown in table 1. In each case these

drugs were given slowly intravenously in separate

syringes. Each injection of Daptazole contained 15

mg. in 1 cc. and each injection of Megimide 50 mg.
in 10 cc.

In case No. 1 the first course of treatment con-

sisted of 8 consecutive injections of each drug. To
maintain the “safe state” and to prevent regression

into deep coma, two additional courses of Dapta-

zole and Megimide, each consisting of 4 injections,

were given at 7-9-hour intervals.

In case No. 2 two courses of treatment, each con-

sisting of 5 injections of Daptazole and Megimide,
were given, the second 10 hours after the first.

In case No. 3 only one course of treatment, con-

sisting of 1 injection of Daptazole and 4 injections

of Megimide, was used.

In case No. 4 the course consisted of 4 injections

of Daptazole and 5 injections of Megimide.

In case No. 4 the effectiveness of Megimide com-
pared to picrotoxin was demonstrated. No arousal

effect was obtained with 1 cc., 3 mg., of picrotoxin

intravenously. About 20 minutes after the picro-

toxin was given, a test-dose of 50 mg. of Megimide
was given over a 5-minute period. On the comple-
tion of this injection the patient started to respond
to painful stimuli.

A distinction is made between “arousal” and
“awakening.” Arousal is signified by the appear-

ance of response to painful stimuli, the return of

reflexes and spontaneous movements and improve-
ment in respiration and circulation. Awakening has

occurred when the patient is able to answer ques-

tions intelligibly.

In the four patients the arousal effect was ob-
tained within 5-45 minutes from the administra-
tion of Daptazole and Megimide.

The time for awakening was shortest, hour,
in case No. 4, the least severe case of barbiturate

poisoning. 1 his was the only patient among the

four, who was awakened completely with the ad-

ministration of Daptazole and Megimide. Trying
to bring the patient to full consciousness may pre-

cipitate complications. Actually, in case No. 4 side-

effects were noted
;
the patient became very restless

and excitable. Since this patient showed no respi-

ratory or circulatory depression while in coma, it

appears that she would have recovered with sup-

portive therapy only.

In case No. 3 the waking time was 6 hours. This

corresponds to the observations made by Schulman,

Shaw and co-workers. 2 The waking time in cases

1 and 2 was longer, 35 and 31 hours respectively.

Apparently, the more severe the barbiturate poison-

ing, the longer the waking time.

The blood barbiturate levels in case No. 1 are

given in Table 2. It can he seen that the blood bar-

biturate level 6 hours after the ingestion of barbitu-

rates was 7.76 mg./ 100 cc. The following day it rose

to 8.35, a level which signifies severe poisoning

when the type of barbiturate is phenobarbital, as in

this case. October 4, while patient remained in deep

coma, the barbiturate level decreased to 6.88. The
increase of barbiturate level to 8.16 on October 5

is surprising. The blood for this determination was
obtained 1 1 hours after the patient was brought to

the “safe state” with the administration of Dapta-

zole and Megimide. On the basis of additional lab-

oratory studies, it was found that neither Megimide

nor Daptazole interferes with the analysis of blood

barbiturates. Instances of blood barbiturate levels

becoming higher during clinical improvement of

barbiturate poisoning have been observed by

others. 17 An explanation is suggested by the work

of Waddell and Butler, 19 who showed that the

equilibrium between the undissociated and disso-

ciated barbiturate concentrations depends upon the

pH of the blood. Tissues contain the undissociated

form of barbiturate and plasma contains the dis-

sociated form. Raising the plasma pH increases the

dissociated barbiturate of the plasma and decreases

the undissociated barbiturate of the tissues, includ-

ing the brain; when the brain barbiturate level de-
continued on page 386

TABLE NO. II

Blood barbiturate levels in case No. 1

Date

Hours after

ingestion of

barbiturates

Hours after

administration

of Daptazole

and Megimide

Blood barbitu-

rate levels

mg/ 100 cc

10/2/56 6 7.76

10/3/56 30 8.35

10/4/56 54 6.88

10/5/56 78 11 8.16

10/6/56 102 35 6.4

10/7/56 126 59 5.5

10/8/56 150 83 4.55

10/9/56 174 107 3.29

10/10/56 198 131 2.5

10/11/56 222 155 1.79

10/12/56 246 179 0
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MEDICAL EDUCATION IN THE CHANGING WORLD

TTow shall we educate the young man who
-* desires to enter our profession ? What kind

of educational equipment should he bring to the

medical school and when he has been enrolled there,

how shall he be fashioned so that he may enter upon

his career as a competent physician? Again, how
shall he be imbued with the spirit of science and

introduced to the practical art of healing? These

and other problems relative to medical education

are discussed by Doctor Willard C. Rappleye in his

Report of the Dean of the Faculty of Medicine of

Columbia University for the academic year ending

June 30, 1958. Although Doctor Rappleye’s report

is concerned primarily with the medical curriculum

of Columbia University, it should be of interest to

all of us, especially to those whose contact with med-
ical education is remote.

Whatever else they may have done, the sputniks

have certainly produced a plentiful supply of critics

of our American system of general education.

There are many viewers with alarm who inform us

that we have been complacently wandering in a

pedagogical wilderness from which we must be

rescued because we have misconceived both our

methods and our goals. So far as we are aware, no

one claims that there is a debacle in medical edu-

cation ; on the contrary. Doctor Rappleye presents

abundant evidence that it is constantly improving

especially in those schools that are organic to a

university.

Doctor Rappleye reminds us how rapidly the

environment of medicine is changing and will con-

tinue to change in our enormously complex society.

These changes will have an impact on the problems

of medicine and medical education. Some of these

changes are : the industrialization of the country

;

the high rate of urbanization
;
the migration of the

population (during the last 12 months 33,000,000

people moved to new locations, the largest shift in

history, mostly through the development of sub-

urbs of the metropolitan areas and loss from the

farm to the industrial states)
;
new methods of

communication and transportation, the aging of the

population which is accompanied by an increase in
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chronic diseases
;
the ever increasing complexity of

knowledge with necessary specialization ;
the rising

costs of health care, the growth of prepayment in-

surance
;
the conducting of government largely by

pressure groups
;
the increasing voice government

has in all of our daily activities; the emphasis on

preventive medicine, mental disorders, chronic ill-

ness, rehabilitation, and the extension of mass edu-

cation. Yet the needs of the patient and his family

in matters of health, sickness, and disability are

still personal and individual.

Such being the milieu in which the physician

must live and work, his education should be com-

mensurate with the multifarious demands made
upon him. As Doctor Rappleye remarks, the objec-

tive of the medical course is to produce upon grad-

uation neither a specialist nor a physician who can

render every type of professional care, but rather

one who, after an internship, is prepared to begin

practice as a well-rounded, competent, safe, and

conscientious family physician or to go forward to

advance work in a limited field.

Importance is being placed increasingly, in the

evaluation of the student, upon his ability to think

for himself
;
to demonstrate initiative, imagination,

intellectual curiosity, scientific critique, and re-

sourcefulness to face alternatives and to make deci-

sions
;
and to develop understanding of diseases and

of people, rather than knowledge of them alone.

The reliance is being placed upon performance,

judgment, discrimination, and intellectual self-

reliance which reveal the intangibles and imponder-

ables that mark the true physician.

When we first read this summary of the abilities

which the medical student should possess or ac-

quire, we became a little frightened
;
indeed, we

were constrained to wonder whether, after years

of study and experience, many of us have attained

to them. But then we comforted ourselves with the

reflection that Dr. Rappleye is describing the ideal

student. No doubt, when confronted by the spotted

reality, he, being the kindly humanist that he is,

would not be too hard on the aspiring student, and
would perhaps allow some slight diminution of

these very high standards of excellence.

Should the medical student have a liberal educa-

tion? Dr. Rappleye firmly believes that he should,

for he says, that a true liberal education is an essen-

tial requirement for the physician of the future; in

its finest form the pre-professional liberal arts

period should give the student an opportunity to

understand, appreciate, and share the cultural heri-

tage of our civilization. To curtail that opportunity
which comes only once in a lifetime, and limit the

college segment for physicians largely to an abbre-

viated contact with a true liberal arts preparation

and a condensed curriculum in the basic sciences

supplemented by superficial acquaintance with a

few social problems may not serve the best pur-

poses of the profession and, in the long run, of the

nation.

One hundred years ago John Henry Newman
condensed into one luminous paragraph what our

foremost medical educators are saying today.

These are his words
—

“This process of training,

by which the intellect, instead of being formed or

sacrificed to some particular or accidental purpose,

some specific trade or profession, or study or sci-

ence, is disciplined for its own sake, for the percep-

tion of its own proper object (truth), and for its

own highest culture, is called Liberal Education;

and though there is no one in whom it is carried as

far as is conceivable, or whose intellect would be a

pattern of what intellects should be made, yet there

is scarcely anyone but may gain an idea of what
real training is and at least look towards it. and
make its true scope and result, not something else,

his standard of excellence.”

The foregoing is only a glimpse, a mere aeroplane

view of Dr. Rappleye’s richly rewarding report. It

should be read, and not only read but pondered, by

everyone who may be interested in the content and
methods of modern medical education.

RADIATION INJURY
Amid the hysterical hue and cry in our legislative

halls and press concerning the dangers of radioac-

tive fallout, it is reassuring to learn from an author-

itative and reliable source that these dangers are

greatly exaggerated. Printed elsewhere in this issue

is the Seventeenth Charles Value Chapin Oration

titled. The Prevention of Somatic and Genetic

Radiation Injury, delivered by Doctor Shields

Warren of Boston, Massachusetts, before the one

hundred and forty-seventh annual meeting of the

Rhode Island Medical Society. Doctor Warren, who
is professor of pathology at the Harvard Medical

School and a member of the Executive Committee
of the Division of Medical Sciences of the National

Research Council, has been closely and continuously

associated with the problems of mass radiation in-

jury since 1945 when as a Naval Medical Officer he

was initially assigned to the group which was sent

to Japan to evaluate the effects of atomic radiation

at Hiroshima and Nagasaki.

It is urged that all who failed to hear this learned

and highly informative dissertation, should not now
miss the opportunity of reading it. Those fortunate

enough to be present on that felicitous occasion will

welcome the prospect of perusing its contents

thoughtfully and at leisure, and will be no less

rewarded.

Doctor Warren, whose opinions are reinforced

by a vast experience, assumes a decidedly conserva-

tive attitude. His conclusions in regard to radio-

active fallout are significant and striking, and
concluded on next page
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deserve a wider circulation: “I think we can say

quite clearly, on the basis of the evidence at hand,

that radioactive fallout at the present time is not

likely to cause harm from continued bomb testing,

because it is less significant than the changes in

background radiation that are produced bv changes

in altitude alone. Thus, the move from Providence

to Denver involves the receipt of an increased

amount of background radiation compared to which
radioactive fallout is of very minor significance.”

THE ROAD TOLL
In its traffic safety booklet, The Road Toll.

published annually, the Travelers’ Insurance Com-
panies have compiled some interesting and alarming

statistics for 1957. of which the following is a partial

summary: 53.000 Americans were injured in car-

bicycle mishaps
;
38,000 were killed and 2,525.000

injured in traffic accidents
;
speeding was blamed

for 13,200 deaths
; 7,500 pedestrians were killed by

automobiles; 26,000 were killed because of jay-

walking.

More than 95 per cent of vehicles involved in

fatal accidents were apparently in good condition.

Bad driving conditions prevailed in less than 15

per cent of the fatal accidents. Weekends are the

most dangerous time to be on United States high-

ways, for more than 55 per cent of all fatalities

occurred on Fridays. Saturdays, and Sundays.

Nearly 27 per cent of drivers involved in traffic

fatalities were under twenty-five years of age. Pas-

senger cars were involved in over 78 per cent of

traffic fatalities and in 86 per cent of traffic injuries.

More than 370 people were killed while crossing

incautiously at intersections. Excessive speeding

was the greatest single cause of accidents. A total

of 13,200 were killed and 837.000 injured in speed-

ing accidents alone.

Commenting on this record of carnage and the

economic and social waste and misery which the

annual road toll represents, Mr. J. D. De Witt,

president of the Travelers’ Insurance Companies
remarks, “Accidents are caused by ordinary people

of sound mind and good will. Before the devas-

tating crash they wanted nothing more than to get

from one place to another. The toll they paid was
more than the coin they handed to the collector. It

was injury, destruction, sometimes death. We urge

you to join in a national effort to reduce this grim

road toll during the coming months and years."

HEALTH CARE OF AGED
Those who have been clamoring for some posi-

tive action by the American Medical Association in

view of its strong objection to the Forand social

security proposals have their answer in part in the

recent public notice of the formation of a Joint

RHODE ISLAND MEDICAL JOURNAL
Council to Improve the Health Care of the Aged.

This Council is more than a name. It has already
held several meetings within the short six weeks of
its existence to implement its objectives of

:

“identifying and analyzing the health needs of the

aged; appraising available health resources for

the aged
;
and developing programs to foster the

best possible health care for the aged regardless

of their economic status.”

Jointly engaged in the work with the A.M.A.
are the American Hospital Association, the Amer-
ican Dental Association, and the American Nursing
Home Association. First job to be undertaken will

be to determine exactly what are the health prob-
lems of the aged, and how the problems are to be

solved with the aid of all available private and
public agencies.

Another facet of the council’s program will be to

work closely with health insurance groups in an
effort to improve the coverage of the aged and to

see that their insurance dollars go further.

We note with pride that our own Physicians

Service and Blue Cross programs have covered

persons of any age. and currently more than 36,000

persons have coverage under one or both of our

voluntary prepaid plans.

BOOK REVIEW
GEXERAL UROLOGY by Donald R. Smith,

M.D. Lange Medical Publications, Los Altos.

Calif., 1957. $4.50

General Urology by Donald R. Smith is an

excellent book within its own stated limitations. It

has been written primarily for the student and

general practitioner. As a consultation room ref-

erence book it would serve the purposes of most

physicians. The information is divided into two
sections and arranged in outline form. Detail is

necessarily limited but this deficiency is partly

corrected by including a bibliography at the end of

each chapter. Each disease entity is divided into

etiology, pathology, clinical findings, differential

diagnosis, complications, treatment and prognosis.

The book is paper bound and printed by the off-

set method. This may account for the generally

poor reproduction of the numerous illustrations.

The X rays especially are muddy and indistinct.

The line drawings are somewhat better but because

of over-emphasis on detail, again reproduction is

poor.

It would be a worthwhile acquisition to any doc-

tor's library for its rather modest price.

William S. Klutz, m.d.

PATRONIZE JOURNAL ADVERTISERS
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MEGIMIDE AND DAPTAZOLE IN TREATMENT
OF BARBITURATE POISONING

continued, from page 381

creases, the coma lightens. If this was the mecha-

nism in case Xo. 1 it could not be determined, be-

cause the blood pH was not checked. Another pos-

sible explanation for the increased blood barbitu-

rate level after the administration of Megimide
is the displacement of barbiturate in the brain and
its diffusion into the blood by the competitive in-

hibition of Megimide.

The complete elimination of phenobarbital in

case Xo. 1 took 10 days. Thus, the average rate of

elimination in 24 hours, reflected in the decreasing

blood barbiturate levels, was 10%. This corre-

sponds with the observation made by others. 19 Xo
significant increase in elimination was obtained

with the use of Daptazole and Megimide.

The complications from the administration of

Daptazole and Megimide were few. Restlessness

was observed in cases 2 and 4. In case XT. 1 vomit-

ing occurred during the treatment
;
disorientation,

hvperrefle.xia of left upper extremity and headaches

were observed after the patient was fully awake.

All of these complications subsided without any

treatment, except aspirin for headaches.

The complications of the barbiturate poisoning

itself, which appeared before the administration of

Daptazole and Megimide, were more serious. In

case Xo. 1 these complications were: respiratory

depression, pneumonia, circulatory depression with

shock and cardiac arrhythmia. In case Xo. 2 the

complications were : hyperthermia, bronchitis, res-

piratory depression, and apnea due to aspiration of

regurgicated gastric contents. Case Xo. 3 showed

respiratory depression.

SUMMARY
The properties of two new drugs, Megimide and

Daptazole, are discussed.

The literature on the use of these drugs in the

treatment of barbiturate poisoning is reviewed.

A possible mechanism of the action of Megimide

HOUSE FOR SALE

Near East Greenwich—dirt road. Won-

derful retreat for physicians. Escape

—

enjoy rest and country living. Secluded,

but easily accessible. Six-room house,

garage, 60 wooded acres. S6,000.

Owner: Lillibridge.

Telephone: TUrner 4-4083
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as a barbiturate antagonist is considered.

Four cases of barbiturate poisoning, varying in

severity from very severe to light, were treated with
Megimide and Daptazole. In these 4 patients the

administration of Megimide and Daptazole resulted

in improvement of respiration and return of

reflexes.

X'o serious side-effects from the use of these

drugs were encountered. All 4 patients recovered.

It appears that Megimide and Daptazole are

valuable drugs in the treatment of severe barbitu-

rate poisonihg. Rapid arousal obtained with the

administration of these drugs lessens the incidence

of complications and decreases the number of fatal-

ities from barbiturate poisoning.

However, the supportive therapy remains the

cornerstone of treatment of barbiturate poisoning.
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DISTRICT MEDICAL SOCIETY MEETING

WASHINGTON COUNTY MEDICAL
SOCIETY

The regular meeting of the Washington County

Medical Society met on April 9, 1958, in the

Nurses’ Home of the Westerly Hospital, with the

president, Doctor Frederick Eckel presiding.

The minutes of the last meeting were read and

approved.

In the absence of the secretary, Doctor Tatum
was asked to he Secretary pro tan.

I NFINISHED B USINESS. The applications

for membership from Doctor Burbelo and Doctor

Roberge have not been acted upon by the Board of

Censors. Doctor Morrone moved that the Society

approve of the applications of Doctor Burbello and

Doctor Singer and that they be accepted into the

Society at once.

Doctor Agnelli made a short report for the Legis-

lative Committee. There are about twenty-five hills

pending in the legislature, but no action has been

taken.

Doctor Ladd has been honored for his many
years of service to the Exeter School which has

now been named for him. Doctor Cerito and Doctor
Agnelli are asked to prepare a resolution express-

ing our interest and approval, a copy to he for-

warded to Doctor Ladd.

Doctor Nestor reported that the situation of the

Santa Barbara Medical Society does not apply here.

We have one of the best medical-social programs in

the United States.

Doctor Agnelli reported on the dinner meeting

with the Bar Association to be held April 30th.

After dinner at the Larchwood Inn there will be a

panel discussion, including two doctors and two
attorneys, on The Preparation of a Trial anil the

Conduct of a Trial. It will be presided over by a

lawyer.

Doctor Farago reported on the revision of the

by-laws. The Committee recommends that

:

1. Members at Quonset be given “temporary”
status

;

2. An executive committee conduct the business

of the Society between meetings
;
and that it

3. Arrange the agenda for the meetings.

Doctor Agnelli moved that a copy of the new
by-laws be placed in the South County Hospital,

and one in the Westerly Hospital so that the mem-

bers may study them before the next meeting.

Doctor Farago spoke of the Physicians Service.

Eight years ago when it was started, $3,600.00

wage limit represented 63% of the people. Now it

represents only about 30%. A limit of $5,000.00

now more nearly represents about 40% of the peo-

ple and fees should be adjusted accordingly.

Members are invited to talk with Doctor Farago

or Doctor McGrath in the next week, giving their

opinions to these representatives of our Society.

SCIENTIFIC SECTION. Doctor Richard

Singer, pathologist of the Westerly Hospital, gave

a very interesting talk, illustrated with slides, on the

Pathology of Some Common Skin Lesions.

The meeting then adjourned and dinner was
served at the Hospital to nineteen members and one

guest.

Respect f ully submitted,

Jui.ianna R. Tatum, m.d., Secretary, pro tern
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PUBLIC LAWS— 1958

Summary of Medical, Public Health and Allied Legislation

before the Rhode Island General Assembly, January Session, 1958

F or the second successive year the General As-

sembly failed to approve of legislation calling

for chemical tests for motorists alleged to he under

the influence of intoxicating liquors, although the

legislation had the support of many community

groups, including the Rhode Island Medical So-

ciety.

The session presented the usual average of pro-

posals involving medical, public health and allied

legislation that called for hearings at the State

House attended by legal counsel and the executive

secretary, and for action on several important

measures by the Committee on Public Laws of the

Society.

A summary of the major proposals follows

:

Air Pollution

Two acts that would provide for the control of

air pollution by the State Department of Health

were left in committees. The Public Laws Com-
mittee of tbe Society supported the legislation in

the interest of better public health, and with the

thought in mind that the towns and smaller cities

of the state need expert help and guidance in sur-

veying local air pollution problems.

Aging

A division on Aging within the executive depart-

ment was established to develop programs to pro-

mote the health and medical services for the aging,

working with professional associations, hospitals

and institutions. An Advisory Committee of fifteen

members is to be named by the Governor to aid in

the work of the division.

Auto Safety

There was an unusual number of proposals pre-

sented relative to the improvement of highway

safety. As noted above, tbe chemical test legisla-

tion for alleged intoxicated drivers was defeated.

I likewise, a driver training program to be financially

supported by an increased tax on the motorist’s li-

cense, was defeated in spite of support for it from

many civic groups.

One bill passed requires the periodic inspection

of motor vehicles at least one year old, beginning

January 1, 1959, and continuing thereafter at

least once and not more than twice annually.

Blue Cross-Physicians Service

Similar resolutions were presented to the Senate

and the House requesting the Blue Cross and Phy-
sicians Service to remove what were termed “re-

strictive clauses regarding veterans.” (These

clauses provide that indemnity is not provided when
the beneficiary receives tbe hospital-medical care at

a government maintained institution for which a

direct charge is not made to the patient. ) Both bills

died in committees.

A House act was passed that would call for a

broad investigation of the rates and services of Blue

Cross and Physicians Service. The proposal passed

the House and remained in a Senate committee at

adjournment of the Assembly. A House resolution

presented late in tbe session that called for a similar

investigation, without a state appropriation, re-

mained in a House committee.

Education

The gifted child, subject of discussion by the

Society’s Child-School Health Committee during

the past year, will be aided under a bill passed ap-

propriating $60,000 to finance the start of an

educational program for talented children to be

financed jointly by the state and local governments.

Also enacted was a resolution creating a special

commission to study the methods of providing

financial assistance for students pursuing higher

education, and making an appropriation therefor.

Emergencies— Use of Telephone for

Hereafter failure to relinquish a party telephone

line in emergencies affecting property or human life

will be punishable. Telephone directories must

carry notice of the new provision.

Hospitals

By enactment the Exeter School now becomes

the Doctor Joseph H. Ladd School in honor of the

former superintendent who devoted his lifetime to

the administration of that institution. Doctor Ladd

is a former vice president of the Rhode Island

Medical Society.

The annual appropriations’ bill for partial re-

imbursement of voluntary general hospitals for the

cost of hospital facilities available to tbe citizens of

tbe state was enacted calling for a total outlay of

$547,700.
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The plan for the state to take over Chapin Hos-

pital from the City of Providence was shelved, and

the state appropriation was increased from $200,-

000 to $400,000 to aid the city to continue the opera-

tion of the hospital. However, indications were that

some buildings at Chapin may he made available to

the state for the transfer of certain patients from

the State Hospital for Mental Diseases and the

Joseph H. Ladd School in Exeter.

Medical Examiners

Proposal for complete revision of the medical

examiner act was shelved. One hill passed provid-

ing for an examiner in East Providence, bringing

to twenty-four the number of medical examiners in

the state.

Nonprofit Dental Plan

The Rhode Island State Dental Society was

granted authority to establish a nonprofit dental

service corporation. The act was similar to the

enabling act that allowed the Rhode Island Medical

Society to establish its prepaid surgical-medical

plan.

Physicians and Surgeons

Osteopathic physicians licensed hereafter who
have completed a qualified internship in an ap-

proved hospital will he eligible to perform major
surgery without the special licensure examination

required of all seeking such surgical privileges until

this time.

A limited medical or osteopathic license will here-

after be permitted for interns, residents, and house

officers in hospitals or other institutions. (This leg-

islation stems from the requirement of the Eederal

Narcotics Bureau prohibiting anyone but a licensed

physician to prescribe narcotics.

)

Public Health

A resolution was adopted making an appropria-

tion of $30,000 for the care and treatment of chronic

metabolic diseases of childhood, the program to be

administered by the state Department of Health.

Also enacted was legislation amending the general

laws to provide for stricter enforcement of the

provisions relating to water pollution.

An act to regulate the possession, handling, con-

trol. dealing in, sale and distribution of food, drugs,

cosmetics, and devices was passed in amended form
by the Senate, hut not reported out of a House
committee.

Veterans Benefits

Two acts proposing free hospital and medical
care for widows of World War I veterans were not
reported out of committees. Likewise, a hill offer-

ing similar benefits at state expense for mothers of

veterans of any war was left in committee.
concluded on next page
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Workmen's Compensation

Amendments to the Workmen’s Compensation

law were enacted to provide : additional compensa-

tion for specific injuries (i.e. loss by severance of

both hands, both feet above ankle, irrecoverable loss

of sight of lx)th eyes, etc.)
;
and that the Commis-

sion may, upon petition, vacate, modify, or amend

any final decree if it shall appear that it was pro-

cured by fraud, or that it does not accurately and

completely set forth and describe the nature and

location of all injuries sustained by the employee.

Butterfield's
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MEDICARE REGULATIONS

POLICY REGARDING THE FURNISHING OF DRUGS

1. Paragraph 4j of ODMC Letter No. 4-58.

dated 2 January 1958, and Section “A” of ODMC
Letter 9-58, dated 26 February 1958, are cancelled

as of 1 July 1958. Paragraph 4j of ODMC Letter

No. 4-58 reads as follows

:

“4. j. Physicians may add to their statements

(DA Form 1863) those drug items which have

been directly or indirectly furnished to the ma-

ternity patient. (Direct furnishing of drugs is:

supplying drugs by the physician’s office to the

patient; indirect furnishing is: the physician

writes a prescription to the patient but has the

pharmacy bill him (the physician) for the drugs

dispensed.)”

2. This change of policy is brought about for

three major reasons

:

a. The majority of the State Medical Associa-

tions considered the above policy objectionable.

b. The pharmacy profession considered the pol-

icy objectionable because pharmacies are tradition-

ally paid in a direct manner.

c. Only a small percentage of the dependents

receiving maternity care from civilian sources have

benefitted from this policy.

3. The following shall apply beginning 1 Julv

1958:

a. Payment for oral medication dispensed or

prescribed by physicians providing care authorized

under the Medicare Program to eligible dependents

will be the responsibility of the patient or sponsor

and will not be compensable to physicians under the

Medicare Program.

b. Physicians furnishing authorized care to eli-

gible dependents under the provisions of the De-
pendents’ Medical Care Act may include the cost to

them of those drugs which they administer paren-

terally, provided such drugs are necessary and
directly related to the condition for which author-

ized care and treatment are being furnished.

c. In order for a physician to obtain reimburse-

ment for any drug administered parenterally, he

must identify the nomenclature and quantity of the

drug and set forth the cost thereof to him on the

Claim Form or attachment thereto. No service or

breakable charge is payable.

d. The physician’s statement as to the cost to

him of drugs parenterally administered, for which
reimbursement is requested, may be accepted bv

Fiscal Administrators without question unless, dur-

ing the review of the claim involved, it appears the

charge indicated thereon is not in conformity with

other charges for similar drugs. It is recognized that

errors may be made in billings for drugs. (For

example, there may be a typographical error in

recording the amount of charges.) Where the

amount charged appears for any reason to be in

error, discrepancies will be resolved prior to the

payment of such claims. Fiscal Administrators

should communicate with their State Medicare

Committee or with the Office for Dependents’ Medi-

cal Care, as appropriate, in unresolved or disputed

cases or on matters not covered by this letter.

e. Claims received on or after 1 July 1958 for

drug items furnished prior thereto may be paid in

accordance with the policy in effect on that date.

f . The policy authorizing the furnishing of drugs

to hospital inpatients remains unchanged.

g. The policy to the effect that an additional

amount is not payable to a physician or surgeon who
furnishes his own anesthetic equipment or mate-

rials will continue in effect.

h. Medicare patients may continue to obtain

medication from pharmacies of uniformed services

medical facilities upon prescription of a civilian

physician if the items prescribed are available there

or they may obtain such medication from civilian

pharmacies at their own expense.

4. Implementation of New Policy bv Office for

Dependents’ Medical Care.

It is realized that the above policy may be at vari-

ance with the provisions contained in those con-

tracts that have been renewed since 1 February

1958. Appropriate contract supplemental agree-

ments designed to put the above policy into effect

on 1 July 1958 will be mailed out in the very near

future. This letter is designed to give as much ad-

vance notice of the change in policy as is prac-

ticable and to alert contractors to the fact that con-

tract supplemental agreements are being prepared.

5. It is requested that each Fiscal Administra-

tor notify all physicians in the area covered by his

contract of this change in poliev prior to 1 July

1958.

Paul L. Robinson
Major General, M

C

Executive Director

Office for Dependents’ Medical Care



Control of Infections in Hospitals

Measures to aid in reducing the current world-

wide problem of infections in hospitals caused by

antibiotic-resistant staphylococci have been recom-

mended by the American Hospital Association.

The recommendations were included in a bulletin

on “Prevention and Control of Staphylococcus In-

fections in Hospitals” mailed by the Association to

the more than 7,000 hospitals in the United States

and Canada. The bulletin was adopted by the Asso-

ciation’s Board of Trustees at a May 13 meeting

in Chicago.

“Information is inadequate as to the incidence of

staphylococcus infections which are acquired in

hospitals, but there is evidence that the number of

such infections is increasing,” the bulletin said.

“Infections with antibiotic-resistant staphylo-

cocci constitute the main difficulty. Hospitals are

clearly the reservoir of most antibiotic-resistant

strains,” according to the bulletin. “One of the ma-
jor factors in the current situation is the widespread

use of antibiotics which eliminates susceptible

strains of staphylococcus and leaves uncontrolled

the resistant strains.”

Examples of staphylococcus infections given in

the bulletin included skin infections in newborn in-

fants and children, in newly delivered mothers, in

burns, in incisions made during surgery and in

pneumonia in debilitated patients.

The bulletin recommended that “all hospitals

should establish committees on infections to devote

particular attention to infections which are ac-

quired in hospitals so they may be reduced to the

lowest possible minimum.” and suggested that “the

local health officer should be urged to serve as a

consultant to the committee.”

Recommended functions of the committee on in-

fections should include

:

1. Establishment of a system of reporting infec-

tions among patients and personnel.

2. Keeping of records of infections.

3. Distinguishing as far as possible between in-

fections acquired in the hospital and infections

acquired elsewhere.

4. Reviewing the hospital's bacteriological serv-

ice to insure its quality and accessibility.

5. Reviewing aseptic techniques used in operat-

ing rooms, delivery rooms and nurseries, and

if necessary, recommending methods of im-

proving these techniques.

6. Reducing “to the minimum consistent with

adequate patient care” the “use of antibiotics,

especially as ‘prophylaxis’ in clean elective

surgery,” and treatment with adrenocortical

steroids.

7. Undertaking an educational program to con-

vince medical staff and hospital employees of

the importance of reporting skin infections,

boils and upper respiratory infections.

8. Establishing follow-up techniques to find

sources of infections and to locate infections

acquired in the hospital which do not appear

until after discharge.

Doctor Gunnar Gundersen —
New AM.A. President

In taking the oath of office as 112th president of

the American Medical Association June 24 in San
Francisco. Doctor Gunnar Gundersen called atten-

tion to the physician’s obligations on the inter-

national scene. The sixty-one-year-old La Crosse,

Wisconsin, surgeon said : “As both physicians and

citizens, we must see that medicine plays its full

role, not only in promoting better world health, but

also in helping the search for brotherhood and

peace.”

Doctor Gundersen has been active in state and

national medical affairs throughout his practice. He
was president of the State Medical Society of Wis-

consin in 1941-42, served on a number of the so-

ciety’s committees, and was speaker of its House of

Delegates for about five years. He was a member
of the A.M.A.’s House of Delegates in 1937-38 and

was elected to the A.M.A. Board of Trustees in

1948. He became chairman of the Board in June,

1955. His keen interest in hospital affairs and the

quality of hospital service led to his election as the
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first chairman of the Joint Commission on Accredi-

tation of Hospitals when it was formed in 1951. He
served in that capacity until 1953.

He now operates the Gundersen Clinic in La

Crosse, along with three of his physician brothers,

Sigurd B., Alf H., and Thorolf E. Two other phy-

sician brothers, Drs. Trygve and Sven M. Gunder-

sen, are practicing in Boston and Hanover, New
Hampshire, respectively. The Gundersen Clinic,

which handles 3,000 to 4.000 new patients a year,

was established in 1927. It attracts people from all

over the United States and is operated in conjunc-

tion with the La Crosse Lutheran Hospital next

door.

Doctor Gundersen did his prep school work in

Oslo, Norway, and returned to the U.S. to obtain

his b.s. degree from the University of Wisconsin
in 1917, and his m.d. from Columbia University in

1920. He served his internship and residency at

La Crosse Lutheran Hospital from 1920 to 1922.

He is a diplomate of the American Board of Sur-

gery, a fellow of the American College of Surgeons
and the International College of Surgeons, a mem-
ber of the Council of the World Medical Associa-

tion, and a member of the American Public Health

Association.

Voluntary Health Insurance Study Under Way

Health Information Foundation has announced
that it will finance a $36,000, eighteen-month study

of “experience rating” in voluntary health insur-

ance—the setting of charges or premiums accord-

ing to varying use of services by different groups.

The study will be conducted by Associate Pro-
fessor Duncan M. MacIntyre, as principal investi-

gator, and Professor John W. McConnell, as asso-

ciate investigator, both of the State School of In-

dustrial and Labor Relations at Cornell University.

Doctor McConnell is dean of the Graduate School
at Cornell.

The grant for the study was approved and a con-

tract signed at a recent meeting of the Founda-
tion’s Executive Committee which represents the

200 drug, pharmaceutical, chemical and allied com-
panies that sponsor HIF.

The study will investigate advantages and dis-

advantages of fixed “community-wide” rates and
“experience rates based on the use of insured serv-

ices. Under community rates, the Foundation ex-
plained, subscriber groups pay essentially the same
premiums for the same benefits. There are usually
no rate adjustments to groups for variations in then-

claim or loss ratios. Experience rates, on the other
hand, are adjusted in terms of sex and age ratios

and use of services
;
rates are lower for policyholder

groups whose claims have been low.
continued on next page
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Average Citizen Sees the Doctor Five Times a Year

“John Doe"—the average citizen—sees his doc-

tor about five times during the year, reports the

Health Insurance Institute, citing a report issued

from the National Health Survey.

Authorized by Congress in 1956, the National

Health Survey Program is a continuing study of

the health care needs of the American people by the

U.S. Public Health Service. It is expected that this

study will form the most comprehensive body of

information on the state of the nation’s health in

existence.

Most patients visit the doctor’s office, the Insti-

tute reported, while home calls by the doctor ac-

counted for less than 10% of the visits.

Some of the early statistics available from the

Public Health Survey, which covered the months
of July through September 1957, showed that city

residents consult a physician more often than those

living on farms or in rural areas. People on farms
see a doctor at a rate of 3.6 visits per person per

year, as compared with 4.5 for the rural non-farm
population. In the cities, the rate of doctor visits per

person per year was found to be 5.1.

Not all physicians’ calls involve treatment, the

Institute stated. The Survey figures revealed that

two thirds of all doctor visits call for diagnosis and
treatment, with the remainder involving preventive

RHODE ISLAND MEDICAL JOURNAL
care or other such services. While this percentage

distribution applies throughout the United States,

explained the Institute, visits for general check-ups
are somewhat less frequent among the rural farm
population. In August 1957, 18% of all the people

in the country saw a doctor. This is the time of year,

the Institute pointed out, when the rendering of

medical services is probably at a seasonal low, due
to fewer cases of common cold, bronchitis, pneu-
monia, and other respiratory infections.

The generally held belief that more females than

males see a doctor was confirmed, continued the

Institute report. National Health Survey data

showed that physician visits by females amounted
to 5.5 per person per year as against 3.9 among
males. For both sexes, the number of calls increased

with age, with the exception of children under 5

years of age, where frequency of visits was rela-

tively high. Persons at ages 5 through 14 had 3.4

visits per person per year, whereas those over age

65 averaged 6.8 visits per year.

By type of services, the 4.8 visits by the average

person per year is broken down as follows

:

Type of Serz'ice Number of Visits

Diagnosis and Treatment 3.3

General Check-up 0.5

Immunization 0.4
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Pre-natal and post-natal care 0.2

All other 0.5

Is Anybody Watching?

In the field of television, one of the most difficult

jobs is determining audience interest. The Health

Information Foundation recently conducted a

study to find out how people learn about the use of

medical care and their attitudes towards it. One
question in the nationwide survey asked: “How
about radio and television programs dealing with

health or medicine. Do you listen to those fre-

quently, only occasionally or hardly ever?”

Of the 2,374 surveyed, 19% listened frequently;

35% occasionally and 46% were in the hardly ever

category. According to the data, women are much
more interested in health and medical programs
than men (23% of the women, compared with 15%
of the men, listened frequently).

ANESTHESIOLOGISTS ELECT

The Rhode Island Society of Anesthesiologists

has elected the following officers:

William McDonnell, m.d., President

George Dwyer, m.d.. Vice President

William Howrie, m.d., Secretary-Treasurer

THE ATOM -ITS ULTIMATE PURPOSE
concluded, from page 374

sure He did not intend the atom to annihilate the

civilization He has permitted man to achieve.

It is altogether fitting, I believe, that we shall be

thus serious in this atmosphere among men of

medicine who know something, themselves, of the

mystery of life.

W e shall have courage and confidence. We shall

have hope. W e shall have optimism. We know that

all power God shares with man is power for good.

We know that the power and the promise of the

atom is — peace.
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Only 11 patients (8%) experienced any

side reactions and 5 of these could not

tolerate any antihistamines.
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BOARD OF TRUSTEES OF THE LIBRARY

The past year has witnessed many improve-

ments to the Medical Library building that have

added to the usefulness of the building, and that

have made the working conditions of the Society’s

employees much more pleasant.

The major improvements are noted as follows:

1.

A partition has been erected to separate the

balcony on the second floor from the auditorium,

thus eliminating to a great extent outside noise

while a scientific session is in progress. The storage

space on the balcony has been reorganized to make
it more efficient.

2.

New office equipment has been purchased for

the secretaries’ office on the second floor, and the

room has been painted, the floor tiled, and storm

windows installed. The second office room on this

floor has been assigned for the storage of the equip-

ment essential to the work of the secretaries. Old

equipment has been replaced and new equipment

added, and work tables have been installed.

3.

On the first floor the Miller Room has been

converted into an office for the executive secretary,

and it is also used as a conference room for various

committee meetings. New equipment has been se-

cured for this room, the floor tiled, and the room
painted.

4.

The coat room and lower hall have been tiled,

thus giving a new floor covering for the entire first

floor area. New reading tables and lamps have been

purchased for the main reading room, and the large

chairs have been refinished and re-covered.

5.

The iron book stacks from the Miller Room
have been transferred to the basement book storage

room where they have been put to good use. New
lights have been installed in this storage room. The
lower hall has been tiled to match the floor covering

of the first floor and the basement dining room.

6.

Through the financial assistance of the Med-
ical Bureau of the Providence Medical Association

the kitchen has been completely refinished, and in

addition a lavette has been installed for the con-

venience particularly of the Bureau operators who
are on 24-hour duty in the building. Storm windows

have been installed for the basement room and the

Bureau office, and an air conditioner installed in

the Bureau office.

7.

New wood bookcases have been built and

placed in the basement room to house the Daven-

port Collection previously stored in the Miller

Room on the first floor. Drapes have been provided

for the windows, and this Conference Room is now
used frequently for meetings of committees of the

Society. Since it houses the Davenport Collection

the Trustees recommend that it be identified here-

after as the Davenport Conference Room.
8. The limited parking area in back of the build-

ing has been tar-surfaced, and a retaining wall built

to hold the adjoining bank. A steel fence has been

erected about the property, and this Spring the

grounds will be landscaped.

9. A new steel flagpole has replaced the old wood
one that was damaged and because of its weight a

public liability in view of the heavy winter winds

in the open area of Francis Street.

10. Three automatic fire stops have been pur-

chased and suspended in the boiler room as a fire

protection measure.

* * *

In the opinion of the trustees the Medical Library

building is an asset that is not fully appreciated by

all the members. The appraisal by the insurance

company a vear ago placed the replacement value of

the building at $270,000 exclusive of contents or

land.

The members of the Society are fortunate to

have such a fine library and headquarters building,

and the improvements that have been made in re-

cent years should encourage additional improve-

ments each year to make the building more useful

and to keep it in the best physical condition in order

to avoid costly outlays for repairs.

The trustees are appreciative to the Medical

Bureau for its help in improvement of the basement

section of the building, and to the Society for its

appropriations that made possible the extensive

improvements in 1957-58.

Stanley Sprague, m.d., Chairman

CHECK THE DATE

Wednesday, October 8, 1958
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HURTm BACK REAL BAP

"It happened
at work
while he

was putting
oil in

something"

"He told
Mom his
shoulder
felt like

it was on

fire"

"He couldn’t
swing a bat
without
hurting"

"But Doctor
gave him
some nice
pills — and
the pain
went away
fast"

"Dad said
we'd play
ball again
tomorrow
when he
comes home"

FOR PAIN

Percodan
(Salts of Dihydrohydroxycodeinone

and Homatropine, plus APC) TABLETS
ACTS FASTER...
usually within 5-15 minutes

LASTS LONGER...
usually for 6 hours or more

MORE THOROUGH RELIEF...
permits uninterrupted sleep through the night

RARELY CONSTIPATES . .

.

excellent for chronic or bedridden patients

n&tcr- . • NEW
Percodan-

Demi
VERSATILE
New “demi” strength permits dosage flexibility to meet

each patient’s specific needs. Percodan-Demi provides

the Percodan formula with one-half the amount of salts

of dihydrohydroxycodeinone and homatropine.

AVERAGE ADULT DOSE: 1 tablet every 6 hours. May

be habit-forming. Available through all pharmacies.

Each Percodan* Tablet contains 4.50 mg. dihydrohydroxyco-

deinone hydrochloride, 0.38 mg. dihydrohydroxycodeinone

terephthalate, 0.38 mg. homatropine terephthalate, 224 mg.

acetylsalicylic acid, 160 mg. phenacetin, and 32 mg. caffeine.

£n<fo
ENDO LABORATORIES
Richmond Hill 18, New York

AND THE PAIN
WENT AWAY FAST *U.S. Pat. 2,628,185
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BOOK REVIEWS

CEXERAL PATHOLOGY

.

Based on Lectures

Delivered at the Sir William Dunn School of

Pathology. University of Oxford. Edited by Sir

Howard Florey. 2nd ed. W. B. Saunders Com-
pany. 1958. $16.00

To the thirty-seven lectures delivered at the Sir

William Dunn School of Pathology at Oxford Uni-

versity. which comprised the first edition of this

book, have been added several other chapters, such

as on thrombosis, arteriosclerosis, and tumors, to

achieve a more complete text on general pathology.

There are fifteen contributors, many of whom have

performed original research work in their respec-

tive subjects. The book intends to acquaint the bet-

ter student with the scope of general pathology and

the fundamental changes which take place in re-

sponse to injury. Considerable space is devoted to

methods of investigation, both old and new, and to

experimental pathology. The language is clear and

concise. There is much historical information. The

illustrations have been improved and are generally

good. Each chapter has an up-to-date list of ref-

erences, which is a valuable feature.

This book may be recommended to the medical

student, to the board-eligible pathologist, and to all

who teach pathology, as a useful addition to the

conventional textbooks of pathology.

George F. Meissner, m.d.

PRINCIPLES AND METHODS OF PHYS-
ICAL DIAGNOSIS by Simon S. Leopold,

M.D. W. B. Saunders Company. 1957

This is a very valuable book, not only for stu-

dents and younger medical graduates seeking to

perfect their routine techniques in examining pa-

THE ELDERLY
Socrates: "To tell you the truth, Cephalus, I am

very fond of conversation with elderly folk. They
have gone before us on the road over which per-

haps we also shall have to travel and I think we
ought to try to learn from them what the road is

like — w'hether rough and difficult or smooth and
easy. And now that you have arrived at that period
of life which poets call ’the threshold of age,’ there
is no-one whose opinion I would more gladly ask.”

PLATO: The Republic. Book I.

tients but also for the seasoned practitioner. The
latter will find help, which is often needed, in filling

the gaps in his habitual methods and making his

study of patients as carefully detailed as it should

be. In the preface to the second edition the author

calls attention to the great lack of competence in

the matter of history taking and physical examina-

tion on the part of many well-trained young intern-

ists whose theoretical knowledge of general medi-

cine is excellent. This situation is doubtless due to

the great amount of time which, at the present time,

must needs he spent on the study of pathologic

physiology and biochemistry, with a resulting rela-

tive neglect of the methods of direct approach to

the patient and his problems.

The book gives a clear and sufficiently concise

description of every phase of the subject. The
chapters on History, Psychiatric Survey and

Neurological Examination can be particularly rec-

ommended as valuable and presented clearly, prac-

tically and without confusing and relatively irrele-

vant details. By this it is not meant to infer that

the other sections of the book are not of equal ex-

cellence. but simply that these three chapters, in the

opinion of this reviewer, are particularly valuable,

because these subjects are often less effectively

presented in other books of this nature.

While, of course, the experienced clinician will

find certain procedures or tests presented in a

manner that may differ somewhat from that which

he habitually employs, or he may note that one or

two of the favorite tricks which he has learned are

not mentioned, he will also find definite sound and

clear descriptions of standard methods and will,

perhaps, do well to review some of his own tech-

niques to see if he can improve them. Only in rare

instances does one encounter in this excellent

book descriptions of techniques of examination that

are not clear and easily understood on the first read-

ing. As a whole, the book should be welcomed as a

reliable guide for the student who wishes to de-

velop. and the practitioner who wishes to improve

his direct approach to his patients.

Alex. M. Burgess, m.d.

ALLERGY IN PEDIATRIC PRACTICE by

William B. Sherman. M.D., and Walter R. Kess-

ler. M.D., Ph.D. C. V. Mosby Company, St.

concluded on page 400
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Wherever you go

forget your telephone

calls. We#
ll take them

for you, day or night.

MEDICAL BUREAU
of the

Providence Medical Association

IF YOU HAVE one or more employees who

will expect to be paid when you are disabled

—

IF YOU HAVE heen refused additional Acci-

dent and Health insurance because of the

amount you have already

—

IF YOU WANT to reduce your financial loss

when disabled —
IF YOU LIKE the fact that the premium is

DEDUCTIBLE from income taxes—

YOU SHOULD BUY
our

OVERHEAD EXPENSE POLICY

R. A. Derosier Agency

32 Custom House Street

Providence 3, Rhode Island

GAspee 1-1391

Jtemarial Sanitarium

Located on Rt. 1

South Attleboro, Massachusetts

A modern non-profit hospital for the care and treatment of

nervous and emotional disorders as well as long term geriatric

problems.

Physical, neurological, psychiatric and psychological exam-
inations.

Modern recognized psychiatric therapies.

A pleasant homelike atmosphere in a beautiful and conveni-

ently located institution.

L. A. Senseman, M.O., F.A.P.A., Medical Director

Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A.

Oliver S. Lindberg, M.D. William H. Dunn, M.S.W.

Paul Neiberg, M.D.

Referred patients are seen daily (except Saturdays) 9-12 A M.,

and by appointment.

R. I. Blue Cross Benefits Tel. Southgate 1-8500

Special Rates for Long-Term Care



400

BOOK REVIEWS
concluded from page 398

Louis, 1957. $9.25

The publishing of this book is an important

event. Far too little thought has heretofore been

given to the allergic diseases in infancy and child-

hood.

Sherman and Kessler discuss the immunology or

underlying mechanisms of the allergic reactions

briefly but clearly and effectively. The scientific

accuracv and reliability of the text is excellent.

There is a fine sense of proportion
;
for instance,

bronchial asthma is given 30 pages, allergic rhinitis.

15 pages, and insect bites and stings. 2 pages.

Other subjects covered are nonimmunologic fac-

tors. drugs used in treatment, anaphylaxis, serum

sickness and serum reactions, the atopic diseases,

diagnosis of the causative allergins. infection treat-

ment. atopic dermatitis, urticaria and angioedema.

gastrointestinal allergy, allergy of the eye. allergy

of the central nervous system, contact dermatitis,

delayed allergv to infective agents, allergic pur-

pura. drug allergy, physical allergy, collagen dis-

eases, general care of the allergic child and an

appendix with lists and directions.

Many pediatricians would not agree with the

routine use of the intracutaneous test alone in chil-

dren or with the frequent use of indirect testing in

babies. There is the question of safety which is most

important and also the question of unduly frighten-

ing the child. In some situations the time and ex-

pense involved may he serious, and the elaboration

of testing may delay or prevent its use.

Xot only in connection with the testing but in

other ways one is conscious that the l>ook is geared

to the school child, and the preschool child and in-

fant who present the more important problems to

the pediatrician receive much less attention.

Except for the reservations just stated the hook
appears to be as near perfect as could he written

today. It is a delight to read and is concise enough
to be convenient for frequent reference.

William P. Buffum. m.d.

E. P. Anthony, Inc.

Wilbur E. Johnston Raymond E. Johnston

178 ANGELL STREET
PROVIDENCE, R. I.

GAspee 1-2512

RHODE ISLAND MEDICAL JOURNAL
THE CHRONICALLY ILL by Joseph Fox.

Philosophical Library, Inc., N.Y., 1957. $3.95

This book can be summarized briefly thus : There

are millions of people in this country who suffer

from chronic illness of one kind or another. They
are great burdens to themselves, their families and

the community and more should be done in the wav
of prevention, proper care and rehabilitation.

The author goes very carefully into all aspects

of the matter, placing special emphasis on the type

of care given by the Montefiore Hospital, which

provides hospital-type care for patients in their own
homes with admission to the hospital itself when
necessary.

This book will be of more value to workers in

the public health field, administrators of health

groups and hospitals rather than to the practicing

physician.

Amy E. Russell, m.d.

MEGIMIDE AND DAPTAZOLE IN TREATMENT
OF BARBITURATE POISONING

concluded from page 386

"Hurdle, A. D. F. ; and Lane, B. K. : Phenobarbitone
poisoning treated with Bemegride. Lancet 1 :836, 1956

12Louw, A. : and Sonne. L. M. : Megimide in the treatment
cf barbituric-acid poisoning. Lancet 2:961. 1956

tspedersen. J. : Arousing effect of Megimide and Ami-
phenazole in allypropymal poisoning. Lancet 2:965, 1956

"Clemmesen, C. : Effect of Megimide and Amiphenazole
on respiratory paresis. Lancet 2 :966, 1956

lr’Kjaer-Larsen. J.: Delirious psychosis and convulsions

due to Megimide. Lancet 2 :967, 1956
D'Plum. F. : and Swanson. A. G. : Barbiturate poisoning

treated by physiological methods. With observations on

effects of beta, beta — methylethylglutarimide and elec-

trical stimulation. J.A.M.A. 163 :827, 1957
17 Boyan, C. P.

;
Howland, W. S. ; and Bellville, J. W.

:

Beta, beta — methylethylglutarimide (Megimide) in

treatment of barbiturate intoxication. Report of a case.

J.A.M.A. 163:835, 1957
lsReed. C. E. : Driggs, M. F. : and Foote, C. C. : Acute

barbiturate intoxication : a study of 300 cases based on a

physiologic system of classification of the severity of the

intoxication, Ann. Int. Med. 37 :290, 1952
1!,\Vaddell, W. J. : and Butler, T. C. : The distribution and

excretion of phenobarbital, J. Clin. Invest. 36:1217. 1957

Curran & Burton, Inc.

INDUSTRIAL
AND WHOLESALE

COAL OIL
17 CUSTOM HOUSE STREET

PROVIDENCE. R. I.

DExter 1-3315



It has a high degree of clinical

safety. . . It is considered

to be the preferred antimalarial

drug for treatment of disorders

of connective tissue, because

of the low incidence of gastrointestinal

distress as compared to that

with chloroquine phosphate."'

. . Plaquenil is decidedly less toxic and better

tolerated by the average patient, even in high

dosage, than is chloroquine."2

. . the least toxic of its class . .
."3

HOCH CH—N CH,

A kCH,0
I

CH,
I

H,C CH—CHCH= CH,W
CH,

I

NH CH CH,(CH,),N(CH,CHJ,

rCH,0
2HCI*2H,0

effective

in

SIDE EFFECTS MARKEDLY REDUCED

DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaquenil sulfate daily.

Maintenance — 200 to 400 mg. (1 or 2 tablets) daily.
Write for Booklet

SUPPLIED: Tablets of 200 mg., bottles of 100.

ENCES:

1, A.L., Schuchter, S.L., and Harrison, J.W.t Cleveland Clin. Quart. 24:98, Apr., 1957.
A.G., and Alexander, L.J.: The Schoch section. Bull. A. MiL Dermatologists 5:25, Nov., 195$.

Atabrlne (brand of quinacrine), Aralen (brand of chloroquine)
and Plaquenil (brand of hydroxychloroquine)



all-day

or all-night protection

from

one oral dose

Compazine* Spansule 1

capsules are especially useful for prompt and prolonged

relief from tension headache.

For the patient whose anxiety and nervousness are manifested

as tension headache, one ‘Compazine’ Spansule capsule

taken in the morning provides protection throughout the day.

Patients on ‘Compazine’ are, in virtually all cases, free

from drowsiness, and often experience an alerting effect.

They can carry on normal activity.

And, on the other hand, for the patient who cannot sleep

because of anxiety and tension, one ‘Compazine’ Spansule capsule

taken before retiring provides relief throughout the night.

‘Compazine’ Spansule capsules: io mg., 15 mg. and 30 mg.

Smith Kline & French Laboratories,

Philadelphia

T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F.

tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F.
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a way of escape

from allergy

QUALITY / RESEARCH / INTEGRITY

CO-PYRONIL
(Pyrrobutamine Compound, Lilly)

acts fast to provide

unusually long-lasting relief

EACH PULVULE PROVIDES:

‘Pyronil’ (Pyrrobutamine, Lilly)

‘Histadyl’ (Thenylpyramine, Lilly) . . . .

'Clopane Hydrochloride' (Cyclopentamine

Hydrochloride, Lilly)

USUAL DOSAGE: 2 or 3 pulvules daily

15 mg.

25 mg.

12.5 mg.

ELI LILLY AND COMPANY, INDIANAPOLIS 6. INDIANA, U.S.A. 658018



“
80% of epileptics...

can, with appropriate care

and encouragement, lead

a normal life
”*

Lord Cohen off Birkenhead: British M.J. 1:672, 1958.



for appropriate medical management of epilepsy

e Parke-Davis family of anticonvulsants

... an anti-epileptic for every clinical need

• complete control of seizures in many patients

• reduced incidence and severity of seizures in many others

for grand mal and psychomotor seizures

Dilantin

Phelantin

Celontin

Miiontin

Sodium (diphenylhydantoin sodium,

Parke-Davis) is supplied in many forms

—including Kapseals® of 0.03 Cm. and

0.1 Gm. in bottles of 100 and 1,000.

Kapseals (Dilantin 100 mg., phenobar-

bital 30 mg., desoxyephedrine hydro-

chloride 2.5 mg.), bottles of 100.

for the petit mal triad

Kapseals (methsuximide, Parke-Davis)

0.3 Gm., bottles of 100.

Kapseals (phensuximide, Parke-Davis)

0.5 Gm., bottles of 100 and 1,000.

Suspension, 250 mg. per 4-cc. teaspoon,

16-ounce bottles.

PARKE, DAVIS & COMPANY • DETROIT 32 .MICHIGAN

4S359



402 RHODE ISLAND MEDICAL JOURN

For Speedier Return to Normal Nutrition

in Inflammatory Conditions

of the Colon

The physiologic depletion accompanying acute infectious

and inflammatory conditions of the bowel makes replacement

therapy the key to nutritional rehabilitation.

In addition to the loss of important electrolytes, such as

potassium and sodium, large amounts of protein are lost in

the fluid, blood and exudate from the bowel. In the acute

state of such affections, utilization of what protein can be

ingested is further affected by increased protein catabolism

and by impairment of certain hepatic functions.

Dietary rehabilitation must be carried out within the

framework of a diet restricted in fiber and in irritating sub-

stances. Foods allowed must be easily digested and appetiz-

ingly and attractively prepared to encourage eating.

Tender lean meats— finely ground in the initial diet and

later served in a wide variety of appealing ways—can be an

important source of the protein and minerals required by the

convalescing patient.

Meat fits admirably into the requirements of the per-

mitted diet not only because of its taste, digestibility, and

physical characteristics, but also because of its contribution

of high quality protein, the minerals potassium, iron, phos-

phorus, sodium, and magnesium, and all the known B
vitamins.

The nutritional statements made in this advertisement

have been reviewed by the Council on Foods and Nutri-

tion of the American Medical Association and found
consistent with current authoritative medical opinion.

American Meat Institute
Main Office, Chicago...Members Throughout the United States
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SUPPLIED:

CAPSULES contain 250 mg. tetracycline HCI

equivalent (phosphate-buffered) and 250,000 units

Nystatin. ORAL SUSPENSION (cherry-mint fla-

vored) Each 5 cc. teaspoonful contains 125 mg.
tetracycline HCI equivalent (phosphate-buffered)

and 125,000 units Nystatin.

DOSAGE:
Basic oral dosage (6-7 mg. per lb. body weight per

day) in the average adult is 4 capsules or 8 tsp.

of ACHROSTATIN V per day, equivalent to 1 Gm.
of ACHROMYCIN V.

*Trademark tReg. U. S. Pat. Off.

Combines Achromycin V with Nystatin

Achrostatin V combines Achromycin-? V...the

new rapid-acting oral form of Achromycin? Tetra-

cycline... noted for its outstanding effectiveness

against more than 50 different infections ... and

Nystatin .. .the antifungal specific. Achrostatin

V provides particularly effective therapy for those

patients who are prone to monilial overgrowth

during a protracted course of antibiotic treatment.

LEDERLE LABORATORIES Division, AMERICAN CYANAMID COMPANY, Pearl River, New York
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new

improved

formida!

THERAGRAN
Squibb Vitamins for Therapy

expanded to include certain essential vitamins

extra value. .

.

at no extra cost to your patients

Theragran—the original and most widely prescribed

therapeutic vitamin preparation—is now expanded

to provide additional nutritional support for your

adult patients. In keeping with the proposals of in-

vestigators, such vitamins as B,o, pyridoxine and

d-calcium pantothenate have been added to the

formula, and the ascorbic acid content has been in-

creased. These improvements in the Theragran for-

mula provide your patients with extra value at no

additional cost.

Each new, improved Theragran capsule supplies:

Vitamin A 25,000 U.S.P. Units

Vitamin D 1,000 U.S.P. Units

Thiamine Mononitrate 10 mg.

Riboflavin 10 mg.

Niacinamide 100 mg.

Ascorbic Acid 200 mg.

Pyridoxine Hydrochloride

d-Calcium Pantothenate

Vitamin B 12 activity concentrate

1 or more capsules daily as recommended by a physician.

Family Pack of 180. Bottles of 30, 60, 100 and 1000.

ALSO AVAILABLE

new! THERAGRAN JUNIOR
formulated for vitamin therapy in children and adolescents

as Theragran is formulated for adults.

THERAGRAN LIQUID
for patients who prefer liquid vitamin therapy

THERAGRAN-M
with extra vitamins and minerals

k SQUIBB TRADEMARK

Squibb

'THERAGRAN’ IS A SQUIBB TRADEMARK

Squibb Quality-

the Priceless

Ingredient



Comments by investigators on

— the remarkably efficient skeletal muscle relaxant,

unique in chemical formulation, and outstanding for

sustained action and relative freedom from adverse

side effects.

PUBLISHED REFERENCES: 1 . Carpenter, E. B.: Southern Medical Journal 51:627, 1958.
2 . Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3 . Little, J. M., and Truitt, E. B.. Jr.: J. Pharm.
& Exper. Therap. 119:161, 1957. 4 . Morgan, A. M., Truitt, E. B., Jr., and Little. J. M.: J.
Am. Pharm. Assn., Scl. Ed. 46:374, 1957. 5. O’Doherty, D. S., and Shields, C. D.: J.A.M.A.
167:160, 1958. 6. Park, H. VV.: J.A.M.A. 167:168, 1958. 7. Truitt, E. B.. Jr., and Patterson,
R. B.. Proc. Soc. Exper. Bio. & Med. 95:422, 1957. 8. Truitt. E. B.. Jr.. Patterson, R. B. f

Morgan, A. M., and Little, J. M.: J. Pharm. & Exper. Therap. 119:189, 1957-

Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500.

A. H. ROBINS CO., INC., Richmond 20, Va.
Ethical Pharmaceuticals of Merit since 1878

Summary of four new published clinical studies:

Robaxin Beneficial in 95.6% of Cases of Acute Skeletal Muscle Spasm 1 2 8 6

CONDITION
NO.

PATIENTS
RESPON!>E

j
STUDY l

1
“marked” moderate slight none j

Skeletal muscle

spasm secondary to

acute trauma 33 26 6 1 —
j
STUDY 2 2

“pronounced”

Herniated disc 39 25 13 — i s

Ligamentous strains 8 4 4 |

Torticollis 3 3
Whiplash injury 3 2 1 1

Contusions,

fractures, and

muscle soreness

due to accidents 5 3 2 — —
STUDY 3 s

“excellent”

Herniated disc 8 6 2 . ___
Acute fibromyositis 8 8
Torticollis

1 — — 1 —
! STUDY 4 6

"significant"

Pyramidal tract

and acute myalgic

disorders 30 27 — 2 i

TOTALS 138 104 28 4 2

(75.3%) (20.3%)

"In the author's clinical experi-

ence, methocarbamol has af-

forded greater relief of muscle

spasm and pain for a longer

period of time without undesir-

able side effects or toxic reac-

tions than any other commonly

used relaxants . .
." 2

THE JOURNAL

"An excellent result, following

methocarbamol administration,

was obtained in all patients with

acute skeletal muscle spasm.

"

s

THE JOURNAL

"In no instance was there any

significant reduction involuntary

strength or intensity of simple

reflexes." 6

Southern
I Mxkal founnit

"This study has demonstrated

that methocarbamol (Robaxin) is

a superior skeletal muscle relax-

ant in acute orthopedic condi-

tions." 1
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different in advantageous ways

DESITIN
hemorrhoidal

SUPPOSITORIES

different in

formula

the only rectal

suppositories to

contain Norwe-
gian cod liver oil.

Free from drugs

that might mask
serious rectal

disease.

different in

action
unsaturated fatty

acids and vita-
mins A and D aid

healing. Desitin
Su pposi tories
soothe, protect,
ease pain, relieve

itching and de-
con gest . . . for
more comfort.

different in

shape

anatomically cor-

rect in shape for

easier insertion

and retention.

with cod liver oil

samples are available from DESITIN CHEMICAL COMPANY

N A L

812 Branch Ave., Providence 4, R. I.
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“Keeping himwell withNeohydrin is easier

for him and us. He doesn’t need extra

potassium and we don’t worry about elec-

trolyte imbalance.”

oral

organomercurial

diuretic

TABLETNEOHYDRIN
Prescribe NEOHYDRIN (brand of chlormerodrin) in bottles of 50 tablets.

There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea,

equivalent to 10 mg. of non-ionic mercury,

in each tablet.
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t, V. L.t
1?57. IS

It

M * p'tif'Ti f el ffsf'
does not impair mental efficiency or physical

performance relieves both mental and muscular

tension does not affect autonomic function
meprobaas

S# « Ihe vf*f*8c1<s of w*8nsxon on vli8 QuslivV snu ousiiwixy Ci
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ACHROMYCIN V
Tetracycline and (Citric Acid Lederle

A Decision of Physicians

Vi lien it comes to prescribing

broad-spectrum antibiotics, physicians

today most frequently specify

Achromycin V.

The reason for this decided preference

is simple.

For more than four years now, you and

your colleagues have had many

opportunities to observe and confirm

the clinical efficacy of Achromycin

tetracycline and, more recently,

Achromycin V tetracycline and

citric acid.

In patient after patient, in diseases

caused by many invading organisms,

Achromycin achieves prompt control

of the infection—and with few

significant side effects.

The next time your diagnosis calls for

rapid antibiotic action, rely on

Achromycin V— the choice of

physicians in every field and specialty.

LEDERLE LABORATORIES
a Division of

AMERICAN CYANAMID COMPANY
Pearl River, New York
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By proper planning , the fortunes of men can by-pass

chance, outlast the vagaries of time and endure for generations

Who’s Worrying?

No one. Everything was planned in advance. In-

cluding the management and care of this doctor’s

securities, now 40 miles astern. They're in capable

hands at Hospital Trust.

Professional men rely on the invaluable services

provided by our Personal Agency Account. Whether

you’re too busy to follow market changes —- or away
on a trip like the man above — a skilled staff of

investment specialists is always on hand administer-

ing and watching over your securities.

Contact us without obligation for complete

information.

New England’s Oldest Trust Company - Founded in 1867

Member Federal Reserve System • Federal Deposit Insurance Corporation

OFFICES IN PROVIDENCE • CRANSTON • EAST PROVIDENCE • EAST GREENWICH • NEWPORT • PAWTUCKET • WAKEFIELD • WOONSOCKET



Remarkably

effective

SIDE EFFECTS MARKEDLY REDUCED

DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaquenil sulfate daily.

Maintenance — 200 to 400 mg. (1 or 2 tablets) daily.
Write for Booklet

"It has a high degree of clinical

safety. . . It is considered

to be the preferred antimalarial

drug for treatment of disorders

of connective tissue, because

of the low incidence of gastrointestinal

distress as compared to that

with chloroquine phosphate." 1

u
. . . Plaquenil is decidedly less toxic and better

tolerated by the average patient, even in high

dosage, than is chloroquine."2

. . the least toxic of its class . .
,"3
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SUPPLIED: Tablets of 200 mg., bottles of 100.

Bv.
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.L., Schuchter, S.L., and Harrison, J.W.: Cleveland Clin. Quart. 24:98, Apr., 1957.

LABORATORIES
n|w rO*n il n »,

Atabrine (brand of ouinacrine) . Aralen I brand of ch! -roouine) -
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THERE IS NOTHING

LIKE BIVAM
TO PROTECT
YOUR

PRENATAL
PATIENTS
BIVAM TABLETS

citrus bioflavonoids

multiple vitamins

multiple minerals

PROTECT HER
against labor and Wjth multiple nutrients essential in helping to

delivery difficulties minimize the stress of pregnancy

against bleeding with water-soluble citrus bioflavonoid complex,

vitamins K and C

against leg cramps with phosphorus-free calcium

against anemia with ferrous iron, B12, folic acid, copper,

cobalt, molybdenum

Bottles of 100, 300 and 1000 tablets

Send for SAMPLES of small, easy-to-take BIVAM tablets

u. s. vitamin corporation • pharmaceuticals
Arlington-Funk Laboratories, division • 250 East 43rd Street, New York 17, N. Y.
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greater patient acceptance

proved therapeutic skin hygiene

incidentally,

pronounced
“foam"

eleansc^ pae®

. . . more than 90% of those

using this product were
satisfied with it

T

Grayson, L. D..- Am. Pract. & Digest

Treat.* 7=269, 1956.

Pink applicator and cakes are indi-

cated in incipient acne, where mod-
erate drying and peeling is desired.

Cakes contain 1% bithionol, U.S.P.

Yellow applicator and cakes are effec-

tive where excessive oiliness exist,

when maximum peeling and drying

is desired. In addition to bithionol,

cakes also contain 2% colloidal sul-

fur and 2% salicylic acid.

DOAK PHARMACAL CO., INC. 295 Madison Avenue, New York 17, N. Y.

w

TMB-200
"Premarin" with Meprobamate new potency

Each tablet contains 0.4 mg. "Premarin," 200 mg. meprobamate

For undue emotional stress

in the menopause

WRITE SIMPLY...

vS>

Also available as

PMB-400 (0.4 mg. "Premarin," 400 mg. meprobamate

in each tablet).

Supply:

No. 880, PMB-200
bottles of 60 and 500.

No. 881, PMB-400
bottles of 60 and 500.

AYERST LABORATORIES • New York 16, New York • Montreal, Canada

“Premarin®” conjugated estrogens (equine) Meprobamate licensed under U.S. Pat. No. 2,724,720 5830
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RELIEF FROM
MORNING BACKACHE*

AND A MOST
COMFORTABLE NIGHT’S SLEEP

First mattress designed

in cooperation with leading

orthopedic surgeons, this scientifically

developed, firm mattress has afforded re-

lief from morning backache frequently associated

with too soft, sagging mattresses.

Not just a firmer mattress, not just a mattress

that’s been hardened up . . . the Sealy Posturepedic

provides over-all support and comfortable resiliency

—regardless of the sleeper’s size or weight.

*Due to sleeping on a too-soft mattress

SAVE $39 WITH THIS SPECIAL

PROFESSIONAL DISCOUNT!

SEALY MATTRESS CO. • 79 Benedict St. • Waterbury, Conn.

Please send me full details on how I may obtain my Doctor’s Dis-

count and save $39 on the purchase of a Sealy Posturepedic Mattress

with Matching ‘'Coil-on-coil” Foundation.

Name....

Address

City

TASTY-MONIALS

Jlemarial Sanitarium

Located on Rt. 1

South Attleboro, Massachusetts

A modern non-profit hospital for the care and treatment of

nervous and emotional disorders as well as long term geriatric

problems.

Physical, neurological, psychiatric and psychological exam-

inations.

Modern recognized psychiatric therapies.

A pleasant homelike atmosphere in a beautiful and conveni-

ently located institution.

L. A. Senseman, M.D., F.A.P.A., Medical Director

Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A.

Oliver S. Lindberg, M.D. William H. Dunn, M.S.W.

Paul Neiberg, M.D.

Referred patients are seen daily (except Saturdays) 9-12 A M.,

and by appointment.

R. I. Blue Cross Benefits Tel. Southgate 1-8500

Special Rates for Long-Term Care
Zone .State



As a comprehensive supplement to deficient natural

secretion of digestive enzymes, particularly in older

patients, ENTOZYME effectively improves nutrition by

bridging the gap between adequate ingestion and proper

digestion. Among patients of all ages, it has proved help-

ful in chronic cholecystitis, post-cholecystectomy syn-

drome, subtotal gastrectomy, pancreatitis, dyspepsia,

food intolerance, flatulence, nausea and chronic nutri-

tional disturbances.

For comprehensive digestive enzyme replacement—

ENTOZYME

Each double-layered Entozyme
tablet contains:

Pepsin, N.F 250 mg.
— released in the stomach from

gastric-soluble outer coating
of tablet.

Pancreatin, U.S.R 300 mg.
Bile Salts 150 mg.

—released in the small intestine
from enteric-coated inner
core.

A. H. ROBINS CO.. INC.

Richmond 20, Virginia

Ethical Pharmaceuticals of Merit since 1878
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new psychochemical

for the management of both

minor and major emotional disturbances

Dartal
®

dihydrochloride

brand of thiopropazate hydrochloride effective and potent tranquilizer

consistent in effects well tolerated

proved under everyday conditions of office practice effective at low dosage:

one 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in psychoneuroses; one 10-mg.

tablet t.i.d. in psychoses.
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The Seventh Arthur Hiler Ruggles Oration

PEAKS OF VISION IN AMERICAN PSYCHIATRY*

A Personal Reminiscence

Daniel Blain, m.d.

The Author. Daniel Blain, M.D., Medical Director,

American Psychiatric Association.

T x pondering how I might properly respond to

the honor of speaking to you in honor of Doctor

Ruggles, I was reminded of an inspired speech

given by Sherwood Eddy in World War I. which

he titled Seven Peaks of Vision. He described seven

places he had visited where he had experienced an

enormously sharpened vision of great scenes and

events. I recall one of them was on the high grounds

of Roberts College in Constantinople where lie ex-

perienced new perspectives on the significance and

potential of the Middle East in world affairs.

I was glad that this recollection returned to me,

for I find it most fitting to think of Doctor Arthur

Ruggles as one of the inspiring peaks in the

history of American psychiatry. For Arthur Rug-

gles is more than a man ;
he is a kind of an industry

engaged in the manufacture of products that serve

the welfare of mankind. One might demonstrate

this by pointing to the chairmanships and the presi-

dencies that he has held including the presidency of

the American Psychiatric Association and the

National Committee on Mental Hygiene. But more

important, I venture to think, are the ideas that he

pioneered and nourished in such areas as college

mental health ;
the development of early child guid-

ance clinics
;
the unfolding of the mental health edu-

cation movement in this country
;
his support and

encouragement of his dear friend, the inspired

Clifford Beers; his devotion to the Rhode Island

Association of Mental Health; his guiding genius

in directing the destinies of Butler Hospital as a

shining light of mental hospital care in a sea of

darkness over many years
;
his elaboration of the

concept of specialized residential treatment centers

*The Seventh Arthur Hiler Ruggles Oration of the Rhode

Island Association for Mental Health, delivered May 1,

1958, at the Butler Health Center, Providence, Rhode

Island.

for children; and many others. To whatever this

man's hand has touched, some element of goodness
has been imparted.

Doctor Ruggles wrote to me early this month
telling me of his pleasure that I was to deliver this

lecture tonight. He said, “I hope in your talk you
will mention that the most important things in

mental health are tolerance, teamwork and tran-

quillity” and that while “we are doing some fine

things,” we have a “grand opportunity for co-ordi-

nation and co-operation.” So I pass these gentle

advices on to you from this wise and generous elder

statesman to whom we pay honor tonight.

During the span of Doctor Ruggles career, he

has seen the art and science of psychiatry rise to a

position of prominence that is matched only by the

breadth and scope of its opportunities ahead.

Surely, no branch of medical science started so

modestly and grew so rapidly as psychiatry which

now encompasses not only the treatment and care

of the psychoses, the mentally defective and the

brain-damaged
;
but also the neuroses, the psycho-

somatic aspects of disease, personality disorders,

reversible reactions to environmental stress, and

the increasing emphasis on the preventive aspects of

mental illness. Finally, in partnership with many
other professions, we share importantly in the

grand challenge of building healthy boys and girls,

mature adults, and our long-lived senior citizens.

I have more than seven events that can be termed

Peaks of Vision which I want to talk about briefly

tonight, primarily from the vantage point that I

have enjoyed since World \\ ar II, as head of the

neuropsychiatric program in the Veterans Admin-

istration and as medical director of the American

Psychiatric Association. I think, in some respects, I

have been just about the most fortunate person in

the world because, by and large, I’ve been doing

what I wanted to do and getting paid for it— which

I suggest — is not a bad definition of a state of

mental health.
continued on next page
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I wanted to do many things after the war. I

wanted to help establish a medical program for the

veterans who had served the nation so well, that

would include a better quality of psychiatric serv-

ices than had yet been seen in the annals of medi-

cine. I wanted to visit every mental hospital in the

U. S. and Canada and in as many other countries as

I could work into, to see how they were being

operated, what changes were occurring, what new
and novel ideas were being attempted, what stir-

rings were abroad in the world of the mentally ill

and those who cared for them. I wanted to study,

observe, participate, and, as best I could, push

ahead a little any movement, idea, or person which,

it seemed to me, would advance the psychiatric

health and well-being of the nation.

I fear that Doctor Ruggles could hardly give me
a very high mental health rating on the tranquillity

scale that he mentioned, for in all of these years I

have found myself full of inner excitement, dis-

content with the way things are, and a stimulating

anticipation of great events ahead in our field. I

cherish the hope, however, that Doctor Ruggles

would give me a passing grade on the other two

qualities he mentioned, tolerance and teamwork.

However that may be, I have been uncommonly
fortunate in doing what I wanted to do, and it is

from a personal vantage point that I want to speak

about some Peaks of Vision as I have seen them.

National Institute of Mental Health

Come with me, if you will, on a day in February

1946, to the Priest Committee of the House
hearings in Washington, and a week later to hear-

ings in the Senate. I was there to testify about how
the newly proposed National Institute of Mental

Health would be of enormous benefit to the Vet-

erans Administration. Several others were there,

all of us full of eagerness, anxiousness, and antici-

pation that the Federal government would place

concern with mental illness on the same level as the

other major national disease problems. Your Con-

gressman Fogarty, always in the vanguard of lead-

ership in promoting national health, was there.

That stalwart friend of mental health, Senator

Lister Hill was there
;
and so was Doctor Thomas

Parran, then Surgeon General of the Public Health

Service; Doctor George S. Stevenson, Director of

the National Committee on Mental Hygiene
;
Doc-

tor William Menninger; and Doctor Robert Felix

who then headed a Division of Mental Health under

Doctor Parran. Indeed, many others were there in

those critical weeks of pleading and negotiation

before the National Mental Health Act became a

reality. It was touch and go at the time, I recall. It

required many a late meeting in a smoke-filled

room, and many a letter and telegram from the

citizens of Rhode Island and the other states. But

RHODE ISLAND MEDICAL JOURNAL
all of this was accomplished and the President

signed the National Mental Health Act on July 3,

1946, establishing the National Institute of Mental
Health.

It is virtually impossible to exaggerate how much
the work of the N.I.M.H. has meant to the ad-

vancement of mental health in the LT
. S. Under the

able leadership of Doctor Robert Felix, the new
Institute lost no time in building a comprehensive

program of services to the states by providing grants

for community services, for training more person-

nel in the various mental health disciplines, and for !

research. Starting with a budget of around $3,000,-

000 in 1946, Congress has now increased its funds

to almost $40,000,000.

The National Mental Health Act of July 1946 ;

made mental health part of our national political

life. I say “political” in the best sense of the word,

meaning simply that public concern had acquired

sufficient impact to insist that a more effective

attack on mental illness be made a part of our

national policy supported by tax funds. The rapid

development of psychiatry in medical education,

the exciting growth of research in mental illness
'

which seems now almost on the verge of a major

breakthrough ; the multiplying of out-patient clinics

the nation over
;
the growth of interest and action in

the preventive field
;
all of these trends of the time

have been most importantly stimulated and nour-

ished by the National Institute of Mental Health.

Through its leadership and grant programs, state

governments have been stimulated to do an enor-

mously better job for their mentally ill. More finan-

cial support has been channeled into our field from

private agencies and foundations. In a word, our

modest national investment in the N.I.M.H. has

paid off most handsomely.

National Committee Against Meyital Illness

I would feel remiss if I did not pay some tribute

to those who have supported the N.I.M.H. so

strongly over the years. Certainly, Doctor George

Stevenson. Doctor Ruggles, and their co-workers

in the National Committee on Mental Hygiene

(now the N.A.M.H.) must be counted among

them, as must indeed the American Psychiatric

Association itself. Nor can we overlook the Na-

tional Mental Health Committee (now the National

Committee Against Mental Illness ) long supported

by Mrs. Albert I). Lasker and directed by one of

the most effective, dynamic, and devoted person-

alities of our time, Mr. Mike Gorman. A man of

strong convictions and full of indignation at the

poverty of the nation’s treatment of the mentally

ill, Mr. Gorman has rallied behind him the support

of 44 governors and leading senators, congressmen,

and state legislators on behalf of a single purpose:

that the mentally ill of this country shall be given
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i a better deal. While I do not always agree with him,

I deem it a privilege to salute him. And I venture

further, that when the history of the progress of

psychiatry and mental health in the last decade is

written years hence, the National Committee

Against Mental Illness will stand out as another

rugged Peak of Vision.

Reorganization of the American Psychiatric

Association

I will have more to say about the state govern-

* ments, hut come with me now to a morning session

during the Annual Meeting of the American Psy-

! chiatric Association in New York City, in May of

1947. For it was at this meeting that the Associa-

I

tion took the historical step of changing the entire

complexion of its organization and policy. There

was a parade of protest that morning. 1 can hear

Doctor William Menninger, speaking for the mili-

tary services; Robert Felix for the Public Health

Service; Francis Braceland for the navy; John

Murray for the air force
;
and myself for the Vet-

erans Administration, and many others — all of us

echoing one major theme. It was time, we said, that

the Association started to play a leadership role in

the development of American psychiatry and to

provide the services and operating programs that

must accompany such a role. Psychiatry was on the

march, we declared, and its organized embodiment,

the American Psychiatric Association must do

more than meet once a year and publish a Journal.

I'lie grumbling had been widespread. I wish you

could have been with me in the hotel room that

night when a vigorous group of younger leaders in

the profession determined that they would form

the Croup for the Advancement of Psychiatry —
all of them dedicated and determined to put the

A.P.A. on a new footing. As a matter of fact, the

grumbling went back to World War II, when it was

demonstrated more than once, that the Association

could be of very little practical assistance to the

psychiatrists in the military services. Indeed, it was

as early as 1944 that Doctor Karl Bowman, then

president, decided to appoint a Committee on Re-

organization, headed by Doctor Karl A. Mennin-

ger. After that the revolt in the ranks gathered

momentum.

But it all came to a head in that fine week of May
1947, when the members of the Association, at their

Annual Meeting, voted to increase their dues, to

establish a new office to direct the Association’s

affairs, and to develop a broad range of programs

and services which would reflect and advance the

purposes of the profession. It was an exciting

week. There was a sense of eager anticipation of

better days to come. There was controversy. A few
of the elder and more conservative members main-

tained that the Association should never become
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an administrative agency. But after the smoke had
cleared away, there could be no doubt that the gen-

eral sense of the members was for establishing an

administrative facility which would enable the As-

sociation to play a leadership role in the national

effort to deal with mental illness and health more
effectively.

The decision was in keeping with the times, and,

following closely on its heels, many persons and

forces combined to make the next ten years a period

of great activity and progress within the Associa-

tion. The Association’s membership doubled. A
whole range of information and consultation serv-

ices was developed for the mental hospital systems

of the states and provinces, including inspection

and rating, and various other services were created,

such as the magazine Mental Hospitals. Scores

of publications were issued; good communications

were established with the press; a Joint Informa-

tion Service with the National Association for

Mental Health was set up ; the organizational struc-

ture of A.P.A. was democratized through its Dis-

trict Branches and their Assembly
;
the budget grew

from $50,000 yearly to nearly a million; the com-

mittee system, reinforced by the Central Office

facility, was highly productive, leading, for exam-

ple, to a new Nomenclature of Mental Disease, new
Standards for Mental Hospitals, public education

materials, regional research conferences, and so on
;

a beautiful new headquarters building was acquired

in Washington to house a staff of 35 - 40 people.

And these are but a few of the products emanating

from that decision in May 1947.

The American Psychiatric Association is the

most influential organization of psychiatrists in the

world. Through its 10,000 members and organiza-

tion facilities, its impact is felt the nation over and

abroad. It has accepted a leadership role in the

struggle against mental illness and will, I have no

doubt, embellish and expand this role in the years

ahead.

Veterans Administration

If you will transport yourselves with me to the

Veterans Administration Building in Washington

on a day in November 1945, I would ask you to

share with me the excitement of listening to an an-

nouncement that General Bradley, the adminis-

trator of Veterans Affairs, and Doctor Paul Haw-
ley, chief of the Medical Division, had been success-

ful in getting the President to create the Depart-

ment of Medicine and Surgery in the Veterans

Administration. It was to be operated under the

slogan that the Veterans should have “medical

care second to none”
;
and that slogan, I can as-

sure you, was taken seriously. The new depart-

ment was made exempt from Civil Service regula-

tions and given the money and support it needed to

continued on page 432
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CLINICAL EVALUATION WITH SERUM
CONCENTRATION STUDIES OF CHLOROTHIAZIDE (DIURIL)*

Donald L. De Nyse, m.d.

The Author. Donald L. De Nyse, M.D., Senior Attend-

ing In Medicine, President of the Staff, Roger Wil-

liams General Hospital. Fellow of the American Col-

lege of Cardiology.

T'Xuring the past twenty years, the number of

diuretics available to the practicing physician

have been steadily increasing; especially the Mer-
curials and the Carbonic Anhydrase Inhibitors.

None of these has in any way approached the so-

called “Ideal Diuretic.”

Many authors1 have described an “ideal diu-

retic,” the specifications of which can be listed as

:

( 1 ) It must be suitable for mouth medication
; (2)

It must be as effective as any of the present avail-

able diuretics in all categories; (3) The diuresis

that is induced, of water, sodium and chloride,

should not alter the normal electrolyte balance in

the extracellular fluid; (4) The diuretic must be

rapid in action without becoming refractory on

long-term dosage
; (5) It must be so effective that a

patient can have enough salt in his food to make it

palatable; (6) There must not be any toxic side

effects from the drug, even on long-term therapy.

Diuretics have an established and useful place in

the treatment of numerous clinical situations, hav-

ing one underlying cause — excessive sodium and

water retention by the kidneys. Diuretics may even

be life-saving in patients with congestive heart

failure persisting after digitalis has improved heart

function.

The study of the physiopathological mechanism

of edema has always intrigued the analytical minds

of the medical profession. We know that to in-

crease the excretion of sodium and chloride we aid

the elimination of water. The role of sodium chlo-

ride concentration in the blood has been critically

eyed by investigators as a factor in hypertension.

The scholarly and painstaking studies of

Meneely2,3 and his co-workers on sodium chloride

toxicity in the body, its role in hypertension, in

renal, and vascular disorders have shown the im-

portance of excess sodium as a large factor in

hypertension and in edema.

^Presented on May 21, 1958, at the Annual Postgraduate
Day of the Roger Williams General Hospital.

With all this in mind the study of the effect of

chlorothiazide* in edema conditions and in hyper-

tension was undertaken at the clinical level. The
investigation began in August, 1957. The prelim-

inary studies4 were carefully reviewed which re-

vealed the findings in laboratory animals and the

toxicity reports. Also preliminary clinical observa-

tions were reviewed. These data were most favor-

able for trial of the drug on a broad clinical scale.

Chlorothiazide is a compound with the chemical

formula— 6 — Chloro — 7 — sulfanyl — 1, 2, 4

— benzothiadiazine — 1,1 — dioxide and has the

following structural formula

;

It was synthesized by Novell & Sprague5 who re-

ported favorably as to its having unusual diuretic

properties. This compound is rather unique in that

incorporated in its chemistry is a functional group

which is characteristic of the carbonic anhydrase

inhibitors, yet its primary pharmacological action

is to increase the excretion of sodium, chloride,

and water (secondary) which resembles that of an

organomercurial diuretic agent. This is accom-

plished by inhibiting renal tubular reabsorption of

electrolytes Na and Cl and, to a lesser degree, of K
and bicarbonate. Therefore, by following the blood

electrolvtes in a patient, we are able to see if a

*The chlorothiazide used in this investigation was gener-

ously furnished by John R. Beem, M.D. of the Research

Laboratories, Merck, Sharpe & Dohme, West Point, Pa.,

and has since been released as DIURIL.
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favorable balance can be maintained in the blood,

and, if the selective “Saluretic” effect is beneficial,

it will be evidenced by diuresis and clinical im-

provement. According to Beyer,6 chlorothiazide

will cause an electrolyte excretion pattern in the

ratio of 35 fold for Na, 3.8 fold for K, and 26 fold

for chloride. Beyer further demonstrated that

chlorothiazide was not found in cerebrospinal fluid,

muscle, fat, brain, or aqueous humor, but can be

demonstrated in gastrointestinal mucosa, liver, and

bile. There is no evidence that it is broken down in

the body and can be recrystallized unchanged from

urine. So chlorothiazide seems to be distributed

only in the extracellular fluid, and it has been fur-

ther demonstrated that chlorothiazide is not a true

antagonist to the posterior pituitary antidiuretic

principle and according to Laragh, 7
it is possible

that the distal tubular reabsorptive system is

blocked by chlorothiazide.

Therefore it follows that for the pharmalogical

effect desired, the absorption rate of chlorothiazide

is important, and it was decided to do serum con-

centration studies on all patients where possible.

Method of Study

Chlorothiazide was given by mouth, using 0.5

Gm. tablet. Only four (4) patients were given the

drug intravenously.

The initial laboratory studies were — CBC,
Hematocrit, Sedimentation Rate, Urine Analysis,

Wassermann, Blood Sugar, B.U.N., Cholesterol.

Van den Bergh, Thymol Turbidity Electrolytes —
Na, K., Cl, and C02 .

Follow-up laboratory work was

:

1. Urine analysis Q.O.D.

2. Electrolytes in 48 hrs., 4 days, one week, two

weeks, and four weeks, after the initial dose

of the drug.

Daily weight determination of each patient when
possible.

Daily fluid intake which was unrestricted, and

the output.

Diet was ordered as “Salt Poor” which implied

only enough salt in the cooking to make the food

palatable, avoiding very salty foods (i.e., ham,

salted fish, saltine crackers, etc.) and no salt shaker

allowed on the tray or table at home. (A salt sub-

stitute was allowed if desired). Estimated between

3 and 5 Gm. of salt taken in food daily, if patient

followed instructions.

Serum concentration studies of chlorothiazide

were made after the drug had been taken for forty-

eight hours. Samples of blood were taken 2 and 4

hours after the first dose and 4 hours after the

second dose. This procedure was to determine how
well the drug was absorbed from the G.I. tract and

if the effectiveness depended on the serum concen-

tration. The method used was that specified bv

Merck Sharpe & Dohme Research Laboratories. 4

Selection of Patients

Patients used in this study were selected from
private hospital patients or those seen on consulta-

tion in the hospital, patients seen in the author’s
office or at home, and patients on the In-Patient

Ward Service of the Roger Williams General Hos-
pital. They can be classified as follows:

1 . Arteriosclerotic heart disease with congestive

heart failure with edema after full digitalization

(ARHD).
2. Patients who are resistant to or unresponsive

to other diuretics.

3. Edema associated with any hepatic pathology.

4. Renal pathology with edema providing the

electrolytes of Na, K, Cl were elevated.

5. Edema from steroid hormone therapy.

6. Premenstrual edema.

7. Severe hypertension, with or without demon-
strable edema, in patients taking a hypotensive
drug, but not responding to present therapy.

Dosage and Administration

This study is an attempt to establish, as nearly

as possible, a safe and yet effective dosage of

chlorothiazide. All patients were given an initial

dosage of 1 Gm. at 8:00 a.m. and at 2:00 p.m. In

this way the desired saluretic-diuretic effect was
obtained without any annoying nocturnal diuresis

which does occur with mercurial and other diuretics

— particularly when given on an after-meal basis.

Patients in the hospital were observed daily and
those seen in the office, or at home, were evaluated

every seven to fourteen days. Reduction or re-

evaluation of the dosage was in many instances in-

stituted after fourteen days. Clinical response, elec-

trolyte balance, and tolerance were influencing

factors in the dosage prescribed.

Total Number of Cases Treated — 97

They were divided by diagnosis as follows

:

Excellent Good Fair Poor
ARHD with edema—44 32 5 3 4

Hypertension without

edema—37

Cirrhosis of the liver

20 10 7

—3 2 1

Cor pulmonale—

2

2

Nephritis (chronic etc.)

3 1

Steroid therapy edema
? 2

Premenstrual edema
3 1

Hypertension (splaneh-

nicectomy)— 1 1

Totals 65 17 10 5

continued on next page
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The period of observation was variable, from
case to case. Some were seen for only four weeks,

others for six or more months. More than half of

the cases are. at time of this writing, under contin-

ued observation.

Clinical Observations

As a diuretic, chlorothiazide is very striking in

its effect. A diuresis is noted in from one to two
hours, similar to that following an injection of a

mercurial. The drug is therefore rapidly absorbed

from the G.T. tract and works promptly. On the

dosage schedule used in this study only a very

small number of patients complained of nocturia,

even when a very large volume was being elim-

inated. They slept well and did not feel “drained”

of their strength from a brisk diuresis, as frequently

happens with a mercurial diuretic.

Weight loss was experienced by 88 cases in all

the types listed. This varied from a slow loss of

about 5 lbs. in a week to a top loss of from 192 lbs.

to 140 lbs. in 15 days.

Diuresis is sustained on a 2 Gm. per day sched-

ule, but as the patient nears his dry weight, the

dosage of the drug should he reduced to 1.0 Gm. or

0.5 Gm. daily. In 3 cases, the patient did not fol-

low instructions and became hyponatremic with all

the symptoms of the so-called salt depletion syn-

drome on 4 weeks of 2 Gms. daily. The chlorothia-

zide was stopped and salt intake increased for 48

hours, then the drug was resumed on 1 Gm. daily

dosage without difficulty.

In hypertension, the effect is not as striking, hut

is a gradual sustained lowering of systolic readings.

All cases in this series who were given chlorothia-

zide were patients who were not responding to

hypotensive drugs. The cases rated as “excellent”

had a sustained fall to the normal level. Those in

the “good” groups had an appreciable fall, but did

not go to normal. In the “fair” group, some fall in

pressure was noted, but was not a very great im-

provement. There were no patients with an eleva-

tion of blood pressure who did not gain some relief

of the condition.

In the author’s experience, there was no instance

of a fall below a normal range of blood pressure in

any patient, either in those with pulmonary edema
who were normotensive

;
nor was there a fall in

blood pressure in any case of hypertension, unless

an antihypertensive drug was given along with the

chlorothiazide. However, if the patient was on anti-

hypertensive therapy, a hypotension would develop

unless adjustments in dosage were made of both

drugs.

Most striking in this situation was the hypoten-

sion found in a patient who had previously under-

gone a splanchnicectomy (Smithwick). This

woman (Case No. 40) had difficulty in keeping her
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pressure below 170 systolic, and had a hypotensive
differential of about 12, between the sitting and
standing pressure. On a dosage of 0.5 Gm. b.i.d., of

chlorothiazide her systolic went to 126 sitting and
114 standing. She became extremely lightheaded,

almost faint, and walked with difficulty. Her dosage
was lowered to 0.25 Gm. daily, and on this she re-

mains at about 140. Her electrolytes did not go
below normal. Weight loss after 4 months amounts
to seven pounds.

The author feels that chlorothiazide is not hypo-

tensive in itself, but that a very potent enhance-

ment of the antihypertensive drugs, is the mecha-
nism involved in lowering blood pressure. In sev-

eral cases, the lowering of sodium in the body did

cause some hypotension, but not below a normal
level.

The hypotensive drugs given to patients in this

series were: Capsules Mio-Pressin (S.K.F.), Uni-

tensen (Irwin, Neisler & Co.), Rawolfia Serpentina

and Inversine (Merck Sharpe & Dohme). In some
cases a tranquilizing drug was also used with the

hypotensive drugs: Ultran (Lilly Co.), Trilafon

(Shering), Compazine (Smith, Kline & French).

The serum concentration of chlorothiazide was

measured in 51 patients in this group. As can

he seen, the findings were variable from patient

to patient. The amount of drug absorbed appears

in no way to influence its clinical effectiveness.

A given patient will absorb just so much of the

chlorothiazide at one time, no matter how large the

dosage P.O. of the tablet. This was shown in six

cases where dosage was deliberately increased to

see how high the serum concentration would go

when chlorothiazide was given by the oral route.

Conversely, when dosage was lowered in one case

(74) from 1 Gm. b.i.d., to 0.5 Gm. b.i.d. because

of nausea
;
the nausea disappeared, yet serum con-

centration was 66.4 meg/ml., 63.1 meg/ml., and

64 meg ml. which is a high level of serum concen-

tration.

The author felt during the halfway mark in this

investigation that the serum concentration deter-

minations would he a help in determining the effec-

tive dosage. However, when one considers case

#74 and also case #81, who had an almost un-

believable clinical result from chlorothiazide, his

serum level was only 19 meg/ ml., 8.8 mcg/ml., and

4.2 mcg/ml., it is clear that serum concentration

studies established only the fact that chlorothiazide

is readily absorbed and reaches a peak in two to

four hours.

The electrolyte studies were of definite value in

pointing out the saluretic effect of chlorothiazide

in these patients. In all cases, one sees a lowering

of the Na and Cl ions and to a much less extent the

potassium. This coincided with the original work

of Beyer, as previously noted earlier in this paper.
continued on page 447
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F
racture of the neck of the femur is consid-

ered to be the most formidable one sustained

by the body. This type of injury is sustained largely

by elderly women who not uncommonly are feeble

and in generally poor condition. When one adds the

shock of the injury and the sudden confinement to

bed to an already fragile elderly person, fatality or

chronic invalidism is very apt to result. Further,

with advancing years and decreased activity, the

cortex of the femur is very apt to become thin with

the result that the internal structure of the neck of

the femur becomes weaker, thus its ability to repair

injury such as occurs in fractures is markedly

diminished. It is almost universally agreed that the

closer to the head of the femur the fracture occurs,

the poorer the prognosis and conversely, the fur-

ther away from the head of the femur the fracture

takes place in fractures of the neck of the femur,

the better the prognosis. Internal fixation of these

fractures by the Smith- Petersen nail and other

methods has done much to improve the final results ;

however, many cases have continued to offer a

rather poor prognosis. It is this latter group with

whi h we are primarily concerned and, therefore,

wish to report our experiences in sixty-two selected

cases of fresh fractures of the neck of the femur
treated by the insertion of an intramedullary stem

prosthesis. In the vast majority of our cases, the

patient was considered too old, feeble or fragile

and the type of fracture to be such that treating the

patient by conventional hip nailing would probably

lead to a disastrous result. A limited few were
treated by this method because of our failure to

accomplish a satisfactory closed reduction before

the intended hip nailing. We also undertook this

type of treatment with the expectation of reducing

*From the Rhode Island Hospital Fracture Service. Pre-
sented by A. A. Savastano, M.D. at the 147th Annual
Meeting of the Rhode Island Medical Society, at Provi-
dence, Rhode Island, May 14, 1958.

the incidence of such complications as hypostatic

pneumonia, constant pain, mental confusion, ure-

mia, bed sores, shock and even death. It is agreed

that feeble and fragile elderly patients pose a nurs-

ing problem
;
consequently, it was also hoped that

the operation would make the nursing care shorter

and easier for both the patient and the nurse.

We do not deny that a successful hip nailing is

more desirable and gives a better end-result than

replacement prostheses
; but. we have also come to

the conclusion that certain femoral neck fractures,

particularly those occurring in feeble and fragile

elderly people, often lead to poor end-results. In

addition to decreasing the number of complications,

another objective of the insertion of endoprostheses

was early ambulation.

Replacement of the femoral head by a prosthesis

on an experimental basis was done by Bohlman in

1940. The Judet brothers of Paris, France, later

popularized replacement of the femoral head by the

extensive clinical use of nylon prostheses for dis-

eased or distorted femoral heads or for fractures of

the neck of the femur. Since the introduction of the

Judet nylon prosthesis, well over thirty-five other

different types of prostheses, made of different ma-
terials and various shapes, have come into vogue.

Indications for the insertion of a hip prosthesis

in all parts of the United States include the follow-

ing:

1. Selected fresh fractures of the neck of the

femur.

2. Non-union of fractures of the neck of the

femur.

3. Aseptic necrosis of the head of the femur

following hip fractures.

4. Rheumatoid arthritis of the hip.

5. Severe ankylosing arthritis of the hip.

6. Malum coxae senilis.

7. Traumatic arthritis of the hip.

8. Congenital dysplasia or dislocation of the

hip.

9. Old slipped epiphysis.

10. Old Legg-Calve-Perthes disease.

11. Tumor, primary or metastatic.

12. Charcot’s hip joint.

13. Acute dislocations.

14. Radiation necrosis.

Although the above represent accepted indica-
continued on next page
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tions for replacement hip prostheses, this paper will

concern itself with only one
;
namely, selected frac-

tures of the neck of the femur.

The authors feel that certain requisites should be

met before replacement of the femoral head with a

stem prosthesis. The requisites which we believe to

be the major ones and which were met in our series

include the following:

1 . The surgeon must feel reasonably sure that

the patient will be able to walk again after the

operation.

2. The fracture should preferably be of a high

femoral type and the patient should be feeble

and aged.

3. Mid-neck fractures of persons in poor general

condition which cannot be satisfactorily re-

duced by the closed method.

In a paper prepared by Savastano, Sage and

Zecchino, which was read before the Orthopedic

Section of the American Medical Association in

New York, in June, 1957, and published in the

Archives of Surgery, December, 1957, some of

the advantages of inserting replacement prostheses

as primary operations were given as follows

:

1 . Early ambulation.

2. Reduction in the number of secondary recon-

structive operations.

3. Facilitation of nursing care for both the pa-

tient and the nurse.

4. Reduction of stay in hospital or convalescent

home and consequent reduction of the cost of

treatment.

We agree with many orthopedists that the most

common abuse in the use of endoprostheses is in

fresh fractures of the neck of the femur; however,

we are of the opinion that if a fracture is high, dis-

placed and the patient is old and in poor general

condition, then the insertion of a stem prosthesis as

a primary procedure is justifiable. We are further

convinced that if in the surgeon’s opinion the pa-

tient can tolerate only one operation, then the em-

ployment of the endoprosthesis becomes the opera-

tion of choice.

We previously reported a statistical analysis of

forty-five selected cases of fresh fractures of the

femoral neck admitted to the Rhode Island Hos-
pital from January, 1954 through December, 1956.

To this number we have added another seventeen

cases, and a further follow-up has been made.

This makes a total of sixty-two cases of fresh

femoral fractures treated at the Rhode Island Hos-

pital from January 1, 1954 through December 31,

1957 in which the nature of the fracture and the

general condition of the patients were such that a

successful hip nailing appeared to us to be destined

for failure. During the same period a total of 251

patients with femoral neck fractures were admitted
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to the fracture service of our hospital. This number
does not include the intertrochanteric or subtro-

chanteric fractures. Then, intramedullary stem

prostheses were done on approximatelv 25 per cent

of all patients admitted who had femoral neck

fractures.

Of the sixty-two patients admitted, fifty-five

were women and seven were males. The youngest

woman was fifty-one years of age and the oldest

ninety-eight years of age. The youngest male was
seventy-six years of age while the oldest was eighty-

seven years of age. The fifty-one-year-old female

was in poor general condition, and we failed to re-

duce satisfactorily her displaced subcapital frac-

ture. The average age of the patients was 80.15

years.

Thirty-eight of our patients sustained fractures

of the left hip while twenty-four injured the right

hip. It was interesting to note that all of our patients

were right-handed which probably explains why
many more of the fractures occurred on the left

side than on the right side.

As to the site of fracture, forty-two were of the

subcapital type without impaction while the remain-

ing twenty were midneck fractures. The operation

was done from 2 to 18 days following the fracture,

for an average of 5.2 days. The Austin Moore self-

locking type of prosthesis was used in all of our

cases. W e particularly like this type of replacement

prosthesis as it has the advantages of maintaining

neck length, is less apt to become angulated than

many other types, has less of a chance of becoming

loose with bone absorption and, above all. is less

apt to break.

Thirty of the reported cases were done as service

cases and the remaining thirty-two were under

private care.

All of our cases were done by the posterior ap-

proach as used and described by Austin Moore. As
previously reported, we feel that this approach

allows the hip joint to be reached with simplicity,

and the immediate postoperative care required is

rather simple. The operation is done as follows

:

With the patient under spinal or general anes-

thesia and lying on his side with the fractured hip

up, proper preparation and draping is done. The
injured leg is encased in sterile sheets or a long

sterile stockinette so as to make for easy manipula-

tion of the leg as needed. The incision is started

about 5 inches ( 12.5 cm.) below the posterior supe-

rior spine and then carried downward and outward

3 or 5 inches (7.5 to 12.5 cm.) below the greater

trochanter. All bleeding points are clamped and

tied. The gluteus maximus muscle is split by blunt

dissection along the course of its fibers. Either self-

retaining or manual retractors are applied. The
sciatic nerve is easily exposed by blunt dissection.

A rubber dam is passed around it and it is retracted.
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If difficulty is encountered in locating the sciatic

nerve, a search for the piriformis muscle is made,

and the sciatic nerve will he found coming out be-

neath the piriformis muscle. Occasionally, it be-

comes necessary to divide the abductor group from

their attachment to the greater trochanter. The
gemellus superior, obturator interims and gemellus

inferior are identified and severed about
j/2 inch

(1.3 cm.) from their insertion into the medial sur-

face of the greater trochanter. These muscles are

then peeled backward, exposing the capsule of the

hip joint. The capsule is divided longitudinally at

its femoral margin and transversely at the acetab-

ular rim, thus exposing the hip joint.

The hip joint is dislocated by flexing, adducting

and internally rotating the extremity. In most cases

the head of the femur can be lifted out of the acetab-

ulum with a large towel clip or with a Steinmann

pin. The remaining portion of the neck is removed

down to the base of the neck. The remaining neck

and the shaft of the femur are hollowed out by

means of a special rasp. The heads of two or three

prostheses of varying sizes are tried in the acetab-

ulum to determine the best-fitting head. The fenes-

trations in the stem of the prosthesis are packed

with bone chips, and the prosthesis is then driven

into place so that its fin will be toward the dorsal

surface of the greater trochanter. By taking this

step, anteversion of the neck can be preserved. At
times it becomes necessary to make a small longi-

tudinal slot on the dorsal surface of the greater

trochanter in order to get a better fitting of the

prosthesis in the greater trochanter. The acetab-

ulum is washed out with hot saline, and the hip is

reduced and motion-tested. In order for a good re-

sult, the patient should have a full range of joint

motion at this time. The capsule is closed with inter-

rupted chromic 0 absorbable surgical sutures, and

the gemelli and obturator interims are resutured to

their origin with interrupted chromic 0 sutures.

The rubber dam is removed from the sciatic nerve
;

the gluteus maximus muscle is approximated by

means of loose interrupted chromic 0 sutures
;
the

subcutaneous tissue is closed by continuous plain

00 absorbable surgical (gut) sutures, and the skin

is closed with black silk.

Immediate Postoperative Immobilization

Fifty patients were treated by Buck’s extension

with weight bearing from 2 to 5 pounds for 3 to 12

days. Ten cases were treated by partial immobil-

ization of the legs with either pillows or sandbags

placed on each side of the affected leg. One case

was treated by Russell traction with three pounds

of weight, and the remaining case was treated with

W ilkie boots.

Weight Bearing

This was allowed from 1 to 90 days after opera-

tion for an average of 14.2 days. The case which
did not bear weight until 90 days following surgery

developed cardiac failure as a postoperative com-
plication. On the whole, we are allowing patients

to bear weight earlier and earlier. However, an

occasional case develops a stubborn complication

which requires prolonged postponement of primary
weight hearing. In one case the patient's Parkin-

son's disease became so much worse after the opera-

tion that as yet he has not been able to bear weight

;

however, this patient’s failure to resume weight

bearing is due to his Parkinson’s disease rather

than to failure of the operation. It should be stated

that this patient was walking prior to his hip frac-

ture. This case is excluded from the weight bearing

statistics.

Hospital Stay

This has ranged from 16 days to 137 days for an
average of 41 days. Of these, one patient remained
in the hospital 82 days because of difficulty in bal-

ancing herself for several weeks following the

operation, another remained in the hospital 137

days because she developed cardiac failure as a

postoperative complication, while another remained
in the hospital 87 days because he was diagnosed

as having cancer of the colon from which he died.

If these three cases were to he excluded from this

phase of the statistics, the average hospital stay

would be reduced to 36 days.

Postoperative Pain

At the time of questioning, 49 of those reported

having no pain whatever on weight bearing. Ten
stated that they had mild pain, while the remaining

three stated that they had considerable pain. Of the

13 who reported pain on weight bearing, all had
pain in the affected hip, while two had pain also in

the affected knee. Of the 13 who had pain on weight

bearing, nine stated that their pain disappeared

with rest, while the remaining four stated that they

had constant pain.

Range of Motion

In 27 of our patients the range of motion in the

operated hip was the same as in the unoperated hip.

These results were naturally considered to be ex-

cellent. Thirteen other patients had limitation of

internal rotation only. Eleven had limitation of both

internal and external rotation, while the remaining

eleven had varying degrees of limitation of abduc-

tion, adduction, internal and external rotation.

Walking Aids

Thirteen of our patients stated that they used no

form of external help in walking. One of our pa-

tients is confined to a wheelchair because of severe

Parkinson’s disease. Of the remaining 48, one uses

a walker because of generalized weakness, two use
continued on page 445
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STATEMENT OF THE RHODE ISLAND MEDICAL SOCIETY ON
H.R. 9467 BEFORE THE HOUSE WAYS AND MEANS

COMMITTEE OF THE CONGRESS OF THE UNITED STATES

H.R. 9467. proposing amendments to the present

Social Security Act. has been carefully studied and

reviewed by the Rhode Island Medical Society.

The Society calls to the attention of the House

Ways and Means Committee, and thereby to the

Congress of the United States, the following

:

1. Under H.R. 9467 workers and their employers

would be faced with increased taxes at a time

when the tax burden is excessive. The people of

Rhode Island are currently faced with a serious

unemployment situation, and they seek relief

from additional federal and state taxation.

2. Before any amendment, such H.R. 9467, to the

Social Security Act there should be a complete

study and review of the entire social security

system. Further, any approach to the health

problems of the over 65 years of age person

should be predicated on factual studies as may
be evolved by such an organization as the re-

cently formed Joint Council to Improve the

Health Care of the Aged under the auspices of

the American Dental Association, American

Hospital Association, American Medical Asso-

ciation, and the American Nursing Home Asso-

ciation.

3. The Physicians of Rhode Island are particularly

concerned with the proposal under H.R. 9467

to subsidize hospitals, physicians and nursing

homes. They see no justification for any such

programs which would seriously jeopardize our

voluntary system which has proved most suc-

cessful. We note the following:

Rhode Island has the highest enrollment for

its Bine Cross hospitalization program and its

Physicians Service surgical-medical plan of any

state in the nation. More than 617,000, repre-

senting 80% of the state’s eligible population

have been enrolled in Blue Cross, and more than

500,000, approximately 65% of the eligible pop-

ulation, are enrolled in Physicians Service.

Further, under the voluntary plans through

which the hospitals and physicians of Rhode
Island have developed and guaranteed services,

more than 66,000 persons are enrolled over the

age of 65 years. Annually a direct enrollment

campaign is held for persons of any age and

with no physical examination required. As there

are an estimated 80,000 aged people in Rhode

Island, this coverage is truly outstanding.

Further, under the Physicians Service pro-

gram persons with incomes under $3,600 an-

nually are not charged any additional surgical

fee. As most retired or older aged persons mav
be presumed to fall within that category, their

surgical needs are met at a minimum cost, and

the voluntary system that we all prefer is main-

tained as Americans wish it.

4. The physicians of Rhode Island, and the Rhode
Island Medical Society directly through an offi-

cial committee, have aided in the development

of the fine state public assistance program which

operates a “pooled fund for medical care” to

finance the cost of medical services for the re-

cipients of public aid. Physicians have accepted

reduced fees, or no fees whatever, in order to

aid this category of persons with their medical

care. Under H.R. 9467 this excellently estab-

lished local community service would be

destroyed.

5. Evidence that the voluntary programs for the

older aged persons in Rhode Island have met

the needs of these people in great measure is

indicated by the report of the Rhode Island De-

partment of Social Welfare for the fiscal year

of 1957, wherein it relates that since 1950 the

number of dependent aged persons 65 years and

over in Rhode Island has steadily declined. The

report states— “.
. . the number of aged recip-

ients declined from a peak of 10,476 during

September 1950 to 7.130 during June 1957,

which represents a decline of more than 30%.

”

* * *

The Rhode Island Medical Society believes that

the health care of the aged can best be rendered at

local state levels, by local facilities utilizing public

and private resources in keeping with the desire of

the average American citizen to resolve his prob-

lems on his own as far as he is able, and then with

the aid of his neighbors and friends.

The Society, therefore, urges that H.R. 9467 and

similar legislation be deferred until a complete

study of the needs of the older aged persons, par-

ticularly their hospital and medical care needs, is

made by a recognized and reputable nonpolitical

fact-finding organization.

The Rhode Island Medical Society
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"NAIVE AND UNREALISTIC STRAW MEN"

O n December 18, 1957, in Washington, D. C.,

Congressman Aime J. Forand of the first

Rhode Island Congressional district discussed with

representatives of the Rhode Island Medical So-

ciety the bill H.R. 9467 which he had introduced in

Congress to amend the social security law.

On that occasion Congressman Forand indicated

that the legislation had been drafted by “experts”

whom he preferred not to name
;
that no national

study or report had been done to his knowledge to

support the legislation ; that the bill had faults and

shortcomings : that it may not be the answer to the

problem he “feels” exists, and that he would be

ready to accept any workable solution in lieu of the

legislation as proposed, whether such solution is

entirely by voluntary insurance means, or a com-
bination of government aid and voluntary efforts.

He also urged that the Rhode Island Medical So-

ciety make known its views on the legislation at

the proper time.

The proper time was to be June 16, 1958, when
the House Ways and Means Committee started its

hearings on all social security legislation, not just

H.R. 9467 which is mistakenly called the Forand
Bill, but isn’t, since the Congressman did not ini-

tiate it.

The statement of the Rhode Island Medical So-

ciety, published in this issue of the Journal, was
submitted to the Ways and Means Committee, and

to Mr. Forand at the same time. We think it rep-

resents an honest and intelligent statement. But

Mr. Forand called us “naive and unrealistic,” and

our largest daily newspaper stated we were “straw

men.”

Congressman Forand told us no study had been

made of the old age problem on a national scale.

The Society suggested that one be made in order

that the issue might be clearly presented and a

proper course of action taken. What did the Con-

gressman say to that ? According to the news story

in our local paper he criticized the society’s call for

further study of the health needs of the aged, say-

ing “We have all studied this problem to death.”

“Unrealistic,” did you say, Congressman ?

The Society stated that Rhode Island, with the

highest Blue Cross and Physicians Service cover-

age of any voluntary plans in the nation, has more
than sixty-six thousand of the estimated eighty

thousand residents over the age 65 enrolled. Fur-

ther, the service feature of Physicians Service

works to the advantage of all older age persons,

assuring them of complete coverage of their sur-

gical expense. Mr. Forand’s proposal would be to

destroy the voluntary system and substitute the

compulsory
;
eliminate the aged person’s choice of

surgeon and substitute the federal government’s

choice
;
increase the tax load on everyone, with no

control on future taxes, and thereby make every-
concluded on next page
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one subservient to the will of a federal bureau for

surgical and hospital care for older age persons.

Did you say we were “naive and unrealistic,”

Congressman Forand?

The State of Rhode Island, with the assistance

of the physicians of this state, has developed one of

the finest medical care public assistance programs

in the country. The state, matching funds with the

federal government, has administered its pooled

fund for medical and health services far better than

any federal bureau could do the job. Congressman

Forand knows that—if he doesn't he has lost sight

of Rhode Island. But he proposed that this state-

controlled and administered program be eliminated

and the federal government take over the job.

In all honesty the Society gave its opinions re-

garding the medical and health phases of the pro-

posed legislation. It did not attempt to pass opinion

on the legislation's proposals relating to increased

cash benefits to social security beneficiaries. It

stated that it believes, on the basis of Rhode Island

evidence, that "the health care of the aged can be

best rendered at local state levels, by local facilities

utilizing public and private resources in keeping

with the desire of the average American citizen to

resolve his problems on his own as far as he is able,

and then with the aid of his neighbors and friends.”

Congressman Forand ridiculed this attitude.

When people in Rhode Island speak of solving

problems with the aid of neighbors and friends in

this modern era, they mean with community re-

sources set up by those neighbors and friends,

through the United Community Fund, the Catholic

Charity Fund, and similar organizations. Xo one

would conceive that people go from house to house

looking for aid in their family problems.

We may be naive, Congressman, but please don’t

try to make us out as stupid.

Our largest daily newspaper editorialized about

us that “Some straw men assail Mr. Forand’s relief

bill.” With its political tongue in its cheek, we sus-

pect, this newspaper bespeaks of the “great virtue

of Mr. Forand’s plan.”

If it is virtuous to impose a federal tax on sixty

million employed persons already heavily taxed,

without adequate proof that an additional compul-

sory tax is the only answer to provide for 12 or 13

million persons not only cash benefits, but also

services never contemplated under the social secur-

ity system, then virtue has assumed a meaning for

our newspaper editors that they alone understand.

Our editorial critics state that spiraling inflation

“has long since rendered inadequate static Social

Security benefits and necessitated an upward scal-

ing of benefits.” True. But equally true is the fact

that the worker’s wages have not been able to keep

pace with the inflation, and additional tax burdens

on bim warrant a better explanation for their justi-
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fication than has been advanced to this date.

Both our largest newspaper in its editorial

critique, and Mr. Forand in his reported comments,
carefully omitted reference to the outstanding re-

port of the Society that of the eighty thousand
Rhode Island persons over 65 years of age. as esti-

mated by the State Department of Social Welfare,

more than 66,000 are enrolled in the voluntary Blue
Cross and Physicians Service programs which Mr.
Forand would eliminate for a federal system.

It will take better huffing and puffing by our
newspaper editors and the Congressman from the

first district to blow down the voluntary system

that the people of Rhode Island cherish and sup-

port. Social Security still isn’t insurance, even if

some news editors say it is. because the politicians

call it that, instead of a federal compulsory tax

system that forms the basis for national socialism.

CEREBRAL PALSY MEETING
The first national medical meeting to be held in

Rhode Island in the memory of most local physi-

cians is scheduled for September 25-27 when the

American Academy for Cerebral Palsy bolds its

annual session in Providence.

An invitation is extended to every member of

the Rhode Island Medical Society to register at

the meeting which will feature lectures by out-

standing physicians from fifteen states. An out-of-

town registration of physicians, therapists and al-

lied workers in the cerebral palsy field will attract

more than five hundred.

It is not mere chance, we feel certain, that this

national medical conference will assemble in Rhode
Island. The outstanding work of the staff of Meet-

ing Street School and the Rhode Island Society for

Crippled Children, as noted in this Journal last

April, has focused national attention on the local

programs.

We are honored that the leaders in the research

throughout the country on cerebral palsy will come
here and share their studies directly with us. We
are sure that the meeting will be of mutual advan-

tage to our physicians, and we hope the sessions

will be the finest the Academy has ever held.

NARCOTIC PERMITS
Attention of all members of the Society is called

to the rulings of the U. S. Treasury Department
that any change of office address must be trans-

mitted to the Internal Revenue Service uithin 30

days. Failure to register for a narcotics permit, OR
to report a change of your office address to this

division at the Internal Revenue can result in

drastic penalties.

Doctors having offices in two locations are also

required to pay the special narcotics tax for each

office.
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IN DEBILITATING DISEASE

Patients receiving

NILEVAR
Eat more...

Feel better...

Recover faster

Compared to control patients, those receiving Nilevar

(brand of norethandrolone) have repeatedly demon-

strated more rapid and more complete recovery from

serious acute illness and increased comfort and well-

being in chronic illness.

A multitude of case histories are now adding indi-

vidual clinical color to the earlier controlled investiga-

tions which defined the actions of Nilevar as an effec-

tive aid in reversing negative nitrogen balance and in

building protein tissue.

In typical case reports such gratifying comments as

these appear:

Underweight —“Appetite considerably increased

within one week. Sense of well-being and vigor in-

creased along with increased appetite.”

Prematurity (Birth weight: 2 pounds, 4 ounces) —
“Gradual improvement in appetite and capacity for

formula. . . . Excellent progress and weight gain for a

very immature infant.”

Carcinoma of the Uterus —“Within four days appe-

tite became excellent, took full diet. . . . More ambition

while on Nilevar. Enjoys life. Takes part in church and

other social affairs.”

Third Degree Burn —“. . . soon began eating all that

was offered. . . . Began to show signs of hope for re-

covery. . . . Perhaps one of the greatest changes was in

the appearance of his wounds which were so very

much improved.”

The dosage is 25 to 50 mg. daily for adults. For

children the daily dosage is 1 mg. per kilogram of body

weight; this dosage should be reduced to 0.5 mg. daily

if given to prepuberal children for more than ten days.

Nilevar is supplied in tablets of 10 mg. and ampuls

of 25 mg. (1 cc.).

G. D. Searle & Co., Chicago 80, Illinois. Research

in the Service of Medicine.
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PEAKS OF VISION IN AMERICAN PSYCHIATRY
continued from page 421

put the slogan into effect. Doctor Hawley became

the Chief Medical Director under General Bradley

and I was put in charge of Psychiatry and Neu-

rology.

Naturally, the Division of Psychiatry and Neu-

rology grew even faster than the other medical

services because the need was so enormous. Support

for our efforts came from everywhere, from you in

the mental health societies, from psychiatric lead-

ers. from Congress, from the White House, from

labor, and citizens generally. You will recall that

the public, for the first time, had become acquainted

with the extent of the neuropsychiatric problem in

our country because of the staggering number of

discharges and rejections from the Armed Forces

for neuropsychiatric disability. The Veterans Ad-

ministration. in those days, was given almost every-

thing it asked for. We raised salaries and obtained

a good staff
;
and. indirectly, this forced the state

governments to begin the readjustment of their

salary scales in an upward direction.

In the first two years of the expanded VA pro-

gram. some 49 new out-patient clinics were estab-

lished for veterans, providing a major stimulus to

community services across the nation.

Perhaps of greatest significance, however, was

the establishment of the Deans Committee system

in the psychiatric residency programs of the YA
hospitals. This, of course, is merely another way of

saving that the graduate education of psychiatric

residents was tied in with the university medical

school departments of psychiatry, and functioned

under the guidance of university teachers. Resi-

dents came to the YA hospitals. Morale was good.

Research thrived. Over 650 physicians were in

psvchiatric training in the \ A hospitals at the peak

of the program in 1948, the largest program of its

kind ever developed, not excepting the program of

the United Kingdom under a national health insur-

ance system.

As part of the development of this magnificent YA
trainingprogram in psychiatry. I remember how one

January morning in 1946 I. and an administrative

colleague in the YA, arrived by plane at 3 :00 a.m.

at Topeka. Kansas, to negotiate with Doctors Karl

and Bill Menninger an amalgamation of the \\ inter

Veterans Hospital, the Topeka State Hospital, and

The Menninger Foundation and Clinic into one of

the greatest training partnerships in history. Doc-

tor Karl agreed to be the Manager of the VA hos-

pital. The Veterans Administration agreed to pay

a certain amount of tuition for each trainee, as well

as the stipends to the trainees. Thus it was, on that

January dav. that a rejuvenated Veterans Admin-

istration planted the seed which grew into the mag-

nificent training facility in Topeka, the Menninger
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School of Psychiatry. For years it has provided

training for over 100 psychiatric residents vearly

;

not only that, but many other kinds of specialized

training for clergymen, industrialists, hospital ad-

ministrators, aides, and so on.

The Veterans Administration also put into effect

the policy that psychiatrists certified by the Amer-
ican Board of Psychiatry and Neurology would
receive an increment of in salary, and this had

a strong impact on raising personnel standards

everywhere. My successor in the Veterans Admin-
istration, Doctor Harvey Tompkins, moved ahead

still further and made provision for a Career Train-

ing Program in the YA which extended over five

years (instead of the usual three ) with additional

compensation for those who undertook it. Under
him and his successor. Doctor J. F. Casey, the YA
has continued to make many fundamental contribu-

tions to various aspects of patient treatment and

care as. for example, in research in lobotomy, the

evaluation of psychiatric therapies, the policy of

setting aside 20 °/c of YA general hospital beds for

psychiatric patients, new hospital architectural de-

signs, and comprehensive and novel approaches to

the rehabilitation of the mentally ill, and in many
other ways.

The Emergence of International Psychiatry

Come with me now to the Palais des Nation in

Geneva. Switzerland, in May of 1948 where I was

a guest observer on the U. S. Delegation at the

First Assembly of the World Health Organization.

This beautiful palace which formerly housed the

League of Nations faces Lake Geneva with Mt.

Blanc in the distance. It was an altogether lovely

setting for so auspicious a gathering. It was here

that our own Doctor Brock Chisholm was selected

as the first director general of the World Health

Organization. It was a major step forward that a

psychiatrist should be chosen to head this interna-

tional effort to raise levels of health among all

peoples of the world.

The policy adopted by the Assembly regarding

activities in the mental health field was illuminating

and challenging. It was held that certain criteria

had to be met before any specific action programs

would be carried out. especially since funds were

limited. It was ruled that a specific disease would

be combated if (1) it was so widespread that it

affected an appreciable percentage of the world

population : (2) if there existed techniques for

either prevention or cure which could he applied

to large numbers of people at one time
; (3) it such

methods could be carried out. relatively inexpen-

sivelv. in terms of both money and personnel.

Mental health, of course, met the first criterion of

being widespread, but it could not meet the other

two. Accordingly, the W.H.O. could not give pri-
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ority to combating mental disease directly the world
over. Instead, it wisely concentrated on the elimina-

tion of malaria, hookworm disease, and other

projects.

From the standpoint of psychiatry and mental

health, however, the significant fact was that

W.H.O. recognized, at the outset, the importance

of the mental health component in its total pro-

gram. It recognized that factors of ignorance, prej-

udice, motivation, resistance, fear, hostility, and so

on, would he fundamental blocks to the progress of

the other programs it would launch, and that the

promotion of total health and well-being required

dealing with these factors. The Division of Mental

Health of the World Health Organization, under

Doctor Ronald Hargreaves for a time, and now
under Doctor Eduardo Krapf, has played an active

role over the years in bringing together and syn-

thesizing the most advanced thinking among psy-

chiatric circles the world over. The W.H.O. report

on the Community Mental Hospital has, I venture

to think, been of the greatest influence in spreading

the concept of the community mental health center

in the U. S. and other countries.

A month later, several hundred persons from

many countries gathered in London at the Mayors
Hall, to form the World Federation for Mental

Health. Doctor John Rees was selected to head this

new international group which became the official

nongovernmental consulting agency to the World
Health Organization and serves, in many impor-

tant ways, to further the exchange of information

among countries of the world. The formation of the

World Health Organization and the World Feder-

ation for Mental Health greatly stimulated the

growth of many international congresses and con-

ferences on psychiatry, mental health and related

fields in the years since 1948.

Psychiatry in Medical Education

Then let’s travel from Europe back to Ithaca,

Xew York, in a lovely week in the middle of June
of 1951 , on the campus of Cornell University. Here
some 80 of the nation’s outstanding leaders in psy-

chiatric education had gathered, after a year of

intensive preparatory work, to consider exhaus-

tively the content and methodology of psychiatric

education in the medical school. They held a second

conference a year later, at the same place, to do the

same thing for post-graduate education for the psy-

chiatrist. These conferences were held under the

joint auspices of the American Psychiatric Asso-

ciation and the Association of American Medical

Colleges, financed by the National Institute of

Mental Health.

In terms of their long-range importance, these

were among the most significant conferences ever

held in our field. In the course of the preparatory

work, an enormous amount of data was collected,

providing a clearer picture of what the public ex-

pects of a physician and to what extent the physi-

cian could be expected to fulfill the public’s demand.
The concept of the philosophy of treating the pa-

tient as a whole person rather than merely focusing

on his disease was set forth in convincing terms.

The relation of psychiatry to other branches of

medicine was thoughtfully delineated. A statement,

the first of its kind, outlined the essential ingre-

dients of the youthful science of psychodynamics,

and this statement was prepared and accepted by
leaders representing many schools of thought. The
principle that the best education for psychiatrists

will be carried out in a medical school-university

setting was strongly affirmed. The essentials of an

adequate curriculum for psychiatric training were

set forth.

These are just a few respects in which the Cornell

meetings imparted fresh impetus to pychiatric edu-

cation in the United States. There is scarcely a

medical school today that does not have, or is not in

process of developing, an effective department of

psychiatry. The dicta of the conferences have been

implemented by the Training Branch of the Na-
tional Institute for Mental Health. There is much
closer integration of psychiatry in the medical

continued on next page
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schools with other departments such as pediatrics,

medicine, and the like. On the graduate level it is of

interest to note that in 1956 there were 272 gradu-

ate residency centers for psychiatry in which almost

2100 physicians were in training. This represented

a 50% increase in residents over 1953.

Mental Hospital Institutes and Service

It was a cold but satisfying day in December
1948 when 1 picked up the phone in the A.P.A.

office in Washington and called Doctor William

Menninger at Topeka, Kansas. He was then my
boss as president of A.P.A. I asked him if he would

let me hold a Mental Hospital Institute for the state

commissioners, superintendents, and clinical direc-

tors of mental hospitals. We had talked before

about how we had to take action at once to provide

new and meaningful assistance to the hard-pressed

mental hospital people across the country. The idea

for an institute emerged out of conversations with

Mr. Robert L. Robinson, my able assistant and

right-hand man.

You will recall that the A.P.A. was founded in

1844 by thirteen superintendents of the mental hos-

pitals of their day. For most of the nineteenth cen-

tury the Association remained the instrument of

the mental hospital superintendents. Then in the

twentieth century the complexion of the organiza-

tion began to change rapidly. Private practitioners

appeared on the scene
;
psychiatry began to be of

influence in the medical schools and to become less

isolated from other fields of medicine
;
psycho-

analytic concepts were introduced to the English-

speaking world by Doctor Ernest Jones. Perhaps

inevitably, the state hospital people, to some extent,

receded from their earlier position as sole leaders

of the Association.

But the patients who crowded their hospitals did

not recede ! All of us are acquainted with the sad

story of the plight of the mental hospitals during

and after World War II as described by Mr. Albert

Deutsch in his famous book The Shame of the
States.

Accordingly, no sooner had the central office of

the American Psychiatric Association been estab-

lished than we resolved that our first priority in

service would be given to the mental hospitals.

So when I called President Menninger. he said.

“Fine, if you can pay for it. When do you want to

hold it?" I told him we would make the institute

pay for itself and that we would like to hold it in

April. That seemed a little precipitous to him
;
hut

never one to quibble, he told me to go ahead. \\ e

lost no time in writing the governors, commission-

ers and superintendents. Doctor Kenneth Appel

and his committee gave us a good deal of help in

developing a program. About 150 came to that first

Institute in April 1949, in Philadelphia. We
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worked from 8:30 a.m. until 5:30 at night with
only a half-hour for lunch— and a sandwich lunch

at that.

Six of our past presidents served as the discus-

sion leaders. We didn't allow any formal papers.

The whole idea was to let the hospital people do the

talking. The institute was to be a meeting where
they could discuss their common problems of over-

crowding. personnel shortages, political interfer-

ence. low salary scales, lack of public support, iso-

lation from the medical schools, and so on — and
all of this without the distractions that character-

ized the regular A.P.A. Annual Meeting.

Any they did talk ! Never, I think, was a meeting
more welcome than that one. And thus it was that

the annual Mental Hospital Institutes got started.

In the second year. 1950. we invited not only psy-

chiatrists hut also related disciplines in the mental

hospitals, and that policy has been retained ever

since. Now. ten years later, the problem is how to

keep the institutes from becoming too big. Each
year, 400 - 500 people come from virtually every

state in America and from Canada.

Many things have evolved out of the Mental

Hospital Institute, but undoubtedly the most im-

portant was the establishment of the A.P.A. Mental

Hospital Service, in 1950. The first institute had
made it clear that the hospital people in the 48 state

systems desperately needed a wide range of profes-

sional and technical information and consultation

services. So. in that very spring of 1949, we formu-

lated a proposal to the Commonwealth Fund. We
asked, and received, $44,500 to establish the Mental

Hospital Service and to operate it over a two-year

period, by which time we calculated correctly that

it could become self-supporting through fees paid

by the hospitals themselves.

Our first step in getting the service under way
was to establish a suitable medium for the inter-

change of information among the hospitals. We
published the first issue of the magazine. Mental
Hospitals, in January 1950. It was only a four-

page bulletin at the time hut now, as many of you

know, it has become an important journal in the

field and is the only magazine in the world devoted

exclusively to the problems of mental hospitals.

After getting the magazine under way, over a

period of time, the Service undertook a loan library,

publication of numerous technical materials, a film

library, and various consultation services. About

500 mental hospitals now belong to the Service.

Thus, through the establishment of the Mental

Hospital Institutes and the Mental Hospital Serv-

ice. the American Psychiatric Association gave con-

crete and useful expression to its resolve to

strengthen its position of service and leadership in

the mental hospital field, a position it had come close

to forsaking.
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1954 — A Year of Quantification

The year 1954 stands out in my mind as a turn-

ing point in psychiatry because it was then that a

number of events and pressures conspired to impel

a lot of people, including myself, to stop and recon-

sider our total situation in mental health, to count

noses, and make an inventory of our products. It

was a year of quantification. It was in that year, I

recall, that one volume of the Annals of the
American Academy of Political and Social

Science was devoted entirely to psychiatry and re-

lated fields
;
up to that time, this was, perhaps, the

most comprehensive single source of data on all

aspects of psychiatry that had ever been published.

Also in that year, the American Journal of Psy-

chiatry published a paper from our office on psy-

chiatric manpower titled The Scope and Distri-

bution of Psychiatric Skills and Experience which,

for the first time, spelled out how inequitable was
the distribution of psychiatrists in the metropolitan

areas of the United States and how many psychia-

trists were specialized in various fields such as

teaching, research, child psychiatry, industrial psy-

chiatry and so on. That was also the time when
Doctor Morton Kramer of the National Institute

of Mental Health got his Modal Reporting Area

under way which inaugurated a new and more
effective methodology for reporting figures on

mental illness by state offices. There was an attempt

that year, not entirely successful, even to set up
measuring devices for the evaluation of psychi-

atric therapies— a challenge that still must be met.

It was also a year when the A.P.A. received a

grant from the Albert and Mary Lasker Founda-
tion to help defray expenses in undertaking com-
prehensive surveys of mental health needs and re-

sources. In planning these surveys several unique

features were projected. For one thing, it was deter-

mined that they would not be unduly expensive

since the Lasker grant helped to defray some of the

overhead expense. Secondly, they would he com-
prehensive, but not unduly elaborate or be pro-

longed over a long period of time. Thirdly, they

would stress resources available in the states for

meeting mental health needs that had not hitherto

been tapped — resources in the way of citizen sup-

port, social agencies, school and church groups,

general practitioners, universities, and so on.

Fourthly, these surveys would go directly to the

people who would be asked in public hearings what

thev thought about the problems involved, what

they needed in the way of psychiatric facilities, and

what help they could render. Finally, the surveys

would bring the best national and international

thinking to bear on each state’s problems. As a gen-

eral policy, a major purpose of the surveys would
continued on page 438
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PEAKS OF VISION IN AMERICAN PSYCHIATRY
continued from page 435

he to find alternatives to building more large public

mental hospitals. That is, it was a postulate of the

surveys that while overcrowding and antiquated,

unsafe facilities in the mental hospitals must some-
how he eliminated, in the long run the answer to

reducing the patient load in the large hospitals lav

in the development and elaboration of a wide range

of new types of community facilities — clinics, day
hospitals, night hospitals, mental health centers, re-

habilitation facilities, special types of facilities for

children and the aged, and so on. These surveys,

under A.P.A. auspices and with the support of

citizen groups in each state concerned, have now
been conducted in ten states, one foreign country,

and two municipalities, one of which includes the

survey done for the trustees of Butler Hospital.

Opening of Butler Health Center

And that brings me to a day in the early summer
of 1956, which I am sure I shared with some of you
in this audience tonight, when public hearings were
held here in Providence in the meeting room of the

Council of Social Agencies. Some 30 organizations,

1 recall, sent 60 people to speak that day and the

next about the resources and needs of Rhode Island

and how Butler Hospital might contribute to meet-

ing them. All kinds of agencies and disciplines were
represented — nursing, social work, federal, state

and city officials, clergymen, fund-raising groups,

labor, industry, and, of course, your own Mental

Health Association and the temporary organization

of long-time friends of the hospital. We heard pleas

that day for more private psychiatric beds, for a

diagnostic and screening center, for mental health

consultation services in the community, and for

closer co-operation and co-ordination of various

groups in the community. Above all, there was
wide-spread and enthusiastic support for the re-

opening of the hospital. Needless to say, these hear-

ings gave immense support to the board of trustees

in its decision to initiate Butler Health Center as a

community-oriented center rather than as a con-

ventional mental hospital. While providing for

some in-patient treatment, the trustees determined

that major emphasis would be placed on out-pa-

tient diagnostic and treatment services. The hear-

ings. moreover, were immensely helpful to the trus-

tees in another way — perhaps almost decisively

so. The question was whether there was sufficient

support in the community to raise the funds that

would be required to operate the new center. I am
certain that the enthusiasm that manifested itself

that day gave the trustees a real sense of confidence

that the citizens of Providence could be counted on

to see the job through.

I wonder if even now those of you who played
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such an important role in setting up the Butler
Health Center and who are so close to it. fully ap-
preciate the significance of the operation to which
you have given birth ? Here is truly an example of
modern psychiatry in action. Here adequate and
intensive early treatment is given to the patient with
a minimum dislocation of his life in the commu-
nity. Here you have a treatment center that is

rooted in the community and partially dependent
on the community for its sustenance. To my mind,
the Butler Health Center is the outstanding facility

of its kind in the United States. I hope it will be a

prototype for thousands like it in other communi-
ties in the decade ahead. I urge you to nourish it

carefully.

The Reorientation of State Governments

Now I would like you to travel with me to Indian-

apolis on a day in December, 1956. I had been in-

vited to speak at the dedication of a new Psychiatric

Research Center at the University of Indiana

School of Medicine. At the instigation of Governor
Craig and Commissioner Margaret Morgan, a new
Research Foundation has been started in that state

and an initial appropriation for it made by the

legislature. It was authorized to receive funds from
private citizens. The new building at that time was
neither staffed nor equipped, but if you were to visit

there today you would find a whole powerhouse of

staff and elaborate facilities with all kinds of excit-

ing projects in the works. The LaRue Carter

Memorial Psychiatric Hospital next door operates

in conjunction with the Research Center.

I mention this because I was there and because it

symbolizes the new day in the approach of state

governments to the treatment and care of the men-

tally ill. In the early part of my address I men-
tioned that the establishment of the National Insti-

tute of Mental Health meant that mental health

was at long last in politics in the best sense of the

word. My thought is made more meaningful if we
appreciate that at the present time, in many of the

states, rival administrations vie with each other for

espousing and carrying out far-sighted programs to

do a better job in their mental health and hospital

systems. This is very much a drastic change from

only a few years ago, when about the only time a

mental hospital became a political issue was when

some scandal could be uncovered in it that might be

to the political disadvantage of an incumbent office

holder.

Several forces have combined to impel the state

governments to give their mental health programs

a priority in their political endeavors. As I men-

tioned before, the grant programs of the National

Institute of Mental Health have had an enormous

effect. The inspection and rating of hospitals by

the American Psychiatric Association contributed

continued on page 451
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REPORT ON THE ACTIONS OF THE HOUSE OF DELEGATES
OF THE AMERICAN MEDICAL ASSOCIATION

AT THE 107th ANNUAL MEETING,
at San Francisco, June 23-27, 1958

Charles J. Ashworth, m.d.. Delegate

Arthur E. Hardy, m.d., Alternate Delegate

Two items of major interest to the doctors in

Rhode Island stood out in the maze of resolu-

tions considered by the House of Delegates at the

107th Meeting of the American Medical Associa-

tion held at San Francisco June 23-27. 1958. The

Medicare Program, of particular local interest was

again thoroughly discussed before the Reference

Committee on Insurance and Medical Service,

chairmanned by Dr. Thomas C. McCreary of Penn-

sylvania. One resolution called for repeal, modi-

fication, or amendment of the act, namely Public

Law 569 was disapproved by the House of Dele-

gates upon the recommendation of the Reference

Committee on the basis that any desired changes in

the Medicare Program can be accomplished by

modifying the present implementations and direc-

tives, thereby obviating the need for new legis-

lation.

The House reaffirmed the action taken last year

in New York recommending that the decision on

tvpe of contract and whether or not a fee schedule

is included in future contract negotiations should

be left to individual state determination. Also reaf-

firmed was the Association's basic contention that

the Dependent Medical Care Act as enacted by

Congress does not require fixed fee schedules
;
the

establishment of such schedules would be more
expensive than permitting physicians to charge

their normal fees, and fixed fee schedules would

ultimately disrupt the economics of medical prac-

tice.

The Forand Bill and similar types of legislation

that have received such widespread publicity in the

press of the country were so overwhelmingly dis-

approved that they occupied very little time before

the Reference Committee on Legislation and Public

Relations to which the matter was referred. Some
provision for care of our aging population has been

under study by many agencies, such as Voluntary

Health Plans, American Medical Association, and

others for some time and, while it must be admitted

that the Forand type of legislation now before Con-

gress lias perhaps served a useful purpose in off-

setting further delay in the solution of the problem,

it was a unanimous opinion that a less radical and

mere satisfactory means can be evolved than is pro-

posed in the Forand and similar bills.

Dr. Louis M. Orr, urologist of Orlando, Fla.,

was chosen unanimously as president-elect for the

coming year. Dr. Orr, who in recent years has been

vice speaker of the House of Delegates and chair-

man of the A.M.A. Committee on Federal Medical

Services, will become president of the American
Medical Association at the June, 1959, meeting in

Atlantic City. He then will succeed Dr. Gunnar
Gundersen of La Crosse, Wis., who became the

112th president.

The 1958 Distinguished Service Award of the

American Medical Association was voted to Dr.

Frank Hammond Krusen, professor of physical

medicine and rehabilitation at Mayo Foundation.

Rochester, Minn., for his outstanding achievements

and contributions in the field of physical medicine

and rehabilitation. For only the fourth and fifth

times in A.M.A. history, the House also approved

special citations to laymen for outstanding service

in advancing the ideals of medicine and contribut-

ing to the public welfare. Recipients of these

awards were Mrs. Charles \Y. Sewell of Otterbein.

Ind., who has spent 45 years in rural health work,

and Gobind Behari Lai, Ph.D., distinguished sci-

ence writer and Pulitzer prize winner.

Social Security Coverage

In considering seven resolutions dealing with the

inclusion of self-employed physicians under the

Social Security Act, the House disapproved of

three which called for polls or a referendum of the

A.M.A. membership, one which favored state-by-

state participation in Social Security, and two

which called for compulsory inclusion on a national

basis. Instead, the House adopted a resolution

pointing out that “American physicians always

have stood on the principle of security through per-

sonal initiative,” and reaffirming unequivocal op-

position to the compulsory inclusion of self-em-

ploved physicians in the Social Security system.

On the question of polls, the House expressed

the opinion that any poll should be taken on a state-

by-state basis and the results transmitted to the

A.M.A. delegates from that state. It also pointed
continued on page 443
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INCREASED COVERAGE FOR MENTAL,

TUBERCULOUS AND CHRONIC CASES

AT NO EXTRA COST!

As of July 1. 1958 . . . every subscriber covered by

Blue Cross or bv the R. I. Medical Society Physicians

Service ... is automatically covered under greatly

increased benefits for mental, tuberculous, and

chronic cases.

These benefits are provided — at no increase in

rates — to 615.000 Blue Cross and 507.000 Physi-

cians Service members.

In brief, they entitle a patient with a mental,

NEW

Blue Cross Benefits

Dailv dollar benefits according to type of contract

as an allowance for room, board, and general nursing

care.

75 days each admission*.

Full payment for these “extra services’ : use of

operating room as often as necessary, all laboratory

tests, all medical and surgical supplies including

dressings, bandages, casts, physical therapy, all drugs

and medications listed in the Pharmacopoeia of the

t . S., all pathological examinations, basal metabo-

lism tests and the equipment, intravenous solutions

and the equipment.

Daily dollar benefits according to type of contract

as an allowance for room, board, and general nurs-

ing care.

75 days each admission*.

Extra services as listed above covered up to 90%
of the hospital's billed charges.

Daily dollar benefits according to tvpe of contract

as an allowance for room, board, and general nurs-

ing care.

45 days for the term of the contract*.

Extra services as listed above covered up to 90%
of the hospital’s billed charges.

tuberculous, or chronic illness to regular Blue Cross

or Physicians Service benefits in any member, serv-

ice benefit, or general hospital. The definition of a

general hospital has been broadened to include all

hospitals classified by the American Hospital Asso-

ciation as general hospitals or acceptable to the Blue

Cross or Physicians Service corporations as such.

The comparison of the old and new benefits is

shown in the following chart.

NEW

Physicians Service Benefits

Medical visits to non-surgical

patients in the hospital: S4
per day, beginning with the

third day. Maximum: $225
each admission*.

Medical visits to non-surgical

patients in the hospital: $4
per day, beginning with the

third day. Maximum: $225
each admission*.

Medical visits to non-surgical

patients in the hospital:

$4 per day beginning with

the third day.

Maximum: 45 davs for term

of contract*.

RHODE ISLAND MEDICAL SOCIETY

PHYSICIANS SERVICE



REPORT on the actions of the house of delegates

A.M.A. DELEGATES’ REPORT
continued from page 440

out that since there is no provision in the Consti-

tution and Bylaws for a referendum of members,

)

such a referendum would usurp the duties and pre-

rogatives of the House of Delegates, which is the

|
Association’s policy-making body.

The House adopted a resolution requesting the

i
Board of Trustees to make an immediate survey

and re-evaluation of “the functions and effective-

ness of the over-all A.M.A. legislative system, in-

cluding the Washington office, in the light of

j

present-day needs of the government, public and

medical profession alike for effective liaison be-

tween government and medicine on all matters

j

affecting the public’s health and adequate, prompt

and accurate transmittal to the full membership of

the A.M.A. of information on all current public

issues in which the physician has a direct interest.’’

The House asked that the Board of Trustees im-

plement, as rapidly as possible, all changes and

additions that its survey discloses are desirable to

achieve the basic purpose of the resolution, “effec-

tive public and government relations.”

United Mine Workers

Major discussion of relations between medicine

and the UMWA Welfare and Retirement Fund
centered on a reference committee report which

concurred in a Board of Trustees opinion that final

action on two resolutions adopted in December,

1957, should be postponed until the final report of

the Commission on Medical Care Plans is received.

One of those resolutions, Number 20, declared

that “a broad educational program be instituted at

once by the American Medical Association to in-

form the general public, including the beneficiaries

of the Fund, concerning the benefits to be derived

from preservation of the American right to free-

dom of choice of physicians and hospitals as well

as observance of the ‘Guides to Relationships Be-

tween State and County Medical Societies and the

UMWA Welfare and Retirement Fund’ adopted

by this House last June.” The other resolution,

Number 24, called for the appropriate A.M.A.
committee or council to engage in conferences with

third parties to develop general principles and poli-

cies which may he applied to their relationships with

members of the medical profession.

In explaining its position that final action on the

two resolutions should he taken only after proper

study, the reference committee said it “anticipates

that the final report of the Commission on Medical

Care Plans will contain recommendations serving

to clarify the relationships between the medical

profession, the patient and third parties, and the

committee has been assured that this can lie ex-

pected.” The committee also urged the Commis-
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sion to present its recommendations no later than

December, 1958.

The House of Delegates, however, by a vote of

110 to 72, adopted a floor amendment “that this

section of the Reference Committee report he

amended to show that our A.M.A. Headquarters

Staff is directed, under supervision of the Board

of Trustees, to proceed immediately with the cam-

paign which was originally ordered at Philadelphia

last December, that no further delays will he tol-

erated. and that the Council on Medical Service be

relieved of any further responsibility in this

matter.”

Dealing with problems that have arisen in the

raising and distributing of funds since development

of the concept of united community effort, the

House adopted the following statement offered in

the form of amendments from the floor:

“1. That the House of Delegates reiterate its

commendation and approval of the principal vol-

untary health agencies.

“2. That it is the firm belief of the American
Medical Association that these agencies should be

free to conduct their own programs of research,

public and professional education and fund raising

in their particular spheres of interest.

“3. That the House of Delegates respectfully

requests that the American Medical Research

Foundation take no action which would endanger

the constructive activities of the national voluntary

health agencies.

“4. That the Board of Trustees continue actively

its studies of these perplexing problems looking

forward to their ultimate solution.”

Pointing out that the Federal government spent

$619,614,000 on hospitalized medical care of vet-

erans in VA hospitals in 1957, of which about 75

per cent had non-service-connected disabilities, and

that ways and means of obtaining economy in Fed-

eral government are allegedly being sought by

Congress at this time, the House urged Congres-

sional action to restrict hospitalization of veterans

at VA hospitals to those with service-connected dis-

abilities. It also recommended that the American

Medical Association suggest to the Dean’s Com-
mittees that they restrict their activities to Vet-

erans Administration hospitals admitting only

patients with service-connected disabilities.

A Council on Mental Health report on “Med-

ical Use of Hypnosis” was approved by the House,

which recommended that it he published in the

Journal of the American Medical Associa-

tion with bibliography attached. The report stated

that general practitioners, medical specialists and

dentists might find hypnosis valuable as a thera-

peutic adjunct within the specific field of their pro-

fessional competence. It stressed, however, that all

those who use hypnosis need to he aware of the
continued on next page
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complex nature of the phenomena involved. Teach-

ing related to hypnosis should be under responsible

medical or dental direction ; the report emphasized,

and should include the indications and limitations

for its use. The report urged physicians and den-

tists to participate in high level research on hypno-

sis. and it vigorously condemned the use of hyp-

nosis for entertainment purposes.

The House endorsed recommendations by the

Public Relations Department that

:

The A.M.A. join with other interested groups

in setting up an expanded voluntary program, co-

ordinated by the National Better Business Bureau,

which will seek to eliminate objectionable adver-

tising of over-the-counter medicines.

The A.M.A. counsel with the National Better

Business Bureau in the selection of a physicians’

advisory committee.

The established facilities of the A.M.A., such as

the Chemical Laboratory, the offices of the various

scientific councils, and the Bureau of Investiga-

tion, he made available, so far as is feasible, to aid

in the carrying out of this program.

The Public Relations Department continue its

liaison work with the various groups involved and

assist in the development and operation of this pro-

gram in any way possible.

The A.M.A. be;ome a sustaining member of the

National Better Business Bureau, giving evidence

of its willingness and desire to support this organi-

zation in its worthwhile activities.

Among a wide variety of actions on many sub-

jects, the House also:

Adopted amendments to the Constitution and

Bylaws which eliminate the separate offices of Sec-

retary and Treasurer, combining them into one,

and which change the titles of the General Manager
and Assistant General Manager to Executive Vice

President and Assistant Executive Vice President

;

Recommended the appointment of a Committee

on Atomic Medicine and Ionizing Radiation and

suggested that it concern itself with informing the

American public on all phases of radiation hazards

related to the national health
;

Approved in principle the admission of the Vir-

gin Islands Medical Society as a constituent society

of the American Medical Association
;

Commended the Federal Food and Drug Admin-
istration for its untiring efforts in behalf of the

public and the profession, and urged all states to

review and strengthen their food and drug laws

;

Requested that any funds provided under the

Public Assistance provisions of the Social Security

Act for medical care of the indigent be administered

by a voluntary agency such as Blue Shield on a

cost plus basis or by a specific agency established

by the medical society of the state in which indigent
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care is rendered

;

Directed the Board of Trustees to study prob-

lems pertaining to licensure by reciprocity and to

consult with the Federation of State Medical

Boards in an attempt to find a satisfactory solution
;

Urged all members of the House of Delegates to

give full consideration to the preliminary report of

the Committee on Preparation for General Prac-

tice and to submit comments and suggestions to

that committee

;

Expressed the opinion that some operating room
experience is valuable and necessarv training for

all nurses;

Recommended that general hospitals, wherever

feasible, be encouraged to permit the hospitaliza-

tion of suitable psychiatric patients, and

Approved a Natioial Interprofessional Code for

physicians and attorneys prepared by the joint

liaison committee of the American Medical Asso-

ciation and the American Bar Association.

In addition to Dr. Orr, the new president-elect,

the following officers were elected

:

Dr. W. Linwood Ball of Richmond, Ya., vice

president : Dr. E. Vincent Askey of Los Angeles,

re-elected speaker, and Dr. Norman A. W elch of

Boston, vice speaker.

Dr. Warren W. Furey of Chicago was elected

for a five-year term on the Board of Trustees, suc-

ceeding Dr. E. S. Hamilton of Kankakee, 111. Dr.

Raymond M. McKeown of Coos Bay, Ore., was
re-elected for a five-year term, and Dr. R. B. Robins

of Camden, Ark., was named to fill the unexpired

term of Dr. F. J. L. Blasingame. Dr. Leonard V .

Larson of Bismarck, N. D., was elected chairman

of the Board at its organizational meeting after the

Thursday elections.

Dr. George A. Woodhouse of Pleasant Hill.

Ohio, was renamed to the Judicial Council. Elected

to the Council on Medical Education and Hospitals

were Dr. Leland S. McKittrick of Brookline.

Mass., to succeed himself, and Dr. John V. Bowers

of Madison. Wis., to succeed Dr. Victor Johnson

of Rochester, Minn.

Dr. R. B. Chrisman, Jr., of Coral Gables, Fla.,

and Dr. J. F. Burton of Oklahoma City, Okla..

were re-elected to the Council on Medical Service.

For the same Council, Dr. Russell B. Roth of Erie.

Pa., was named to fill the unexpired term of Dr.

H. B. Mulholland of Charlottesville, Ya.. resigned.

Three members were elected to the council on

Constitution and Bylaws : Dr. V illiarn Stovall of

Madison. Wis., to succeed Dr. Stanley H. Osborn

of Hartford, Conn.
;
Dr. William Hyland of Grand

Rapids, Mich., to fill the unexpired term of Dr.

Floyd S. Winslow, deceased, of Rochester, N. \ .,

and Dr. Walter Bornemeier of Chicago, to replace

Dr. Furey.
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The House approved a Board of Trustees an-

nouncement that Miami Beach will replace Chicago

as place of the 1960 Annual Meeting, and New
York will he the site of the 1961 Annual Meeting.

Action was postponed on selection of the city for

the 1962 Annual Meeting.

STUDY OF FRESH FEMORAL NECK FRACTURES
continued from page 427

the arm of another person because of generalized

weakness, and the remainder are able to use, to a

large degree, only a cane ; but some did require

crutches.

Length of Extremities

The length of both extremities was equal post-

operatively in 48 of our cases. Eleven had a de-

crease in the length of the operated leg, varying

from 34 inch to 34 inches, while three had an in-

crease in the length of the operated leg. Two showed

a 34-inch increase in the length, while the remain-

ing case showed a 34-inch increase. We are of the

opinion that shortening may result because too

much of the neck may be removed at operation,

while, conversely, increased length takes place be-

cause not enough of the neck is removed. W e are

also of the opinion that if equal leg length is to be

obtained, reduction of the hip after the insertion

of the prosthesis should be accomplished with only

slight difficulty. However, if the reduction is very

difficult, the neck has been left too long and the

result will be increased leg length. If the reduction

is extremely easy, then too much of the neck has

been removed with the result that the extremity will

he short.

Complications

One patient developed a foot-drop which dis-

appeared at the end of the third week. One patient

developed an acute abdominal condition for which

surgery became necessary. Two developed acute

cardiac conditions, postoperatively, from which one

recovered and the other died. One patient developed

acute pulmonary embolism from which she died.

Another developed cystitis and paralytic ileus. One
patient developed bronchopneumonia, and one de-

veloped gangrene of the second and third toes of

the unoperated leg. One patient’s Parkinson’s dis-

ease became worse after operation. One patient had

considerable difficulty in balancing herself after be-

ing allowed up and about
;
however, this cleared up

after several weeks. Two patients developed wound
infections, both of which were due to staphylococ-

cus aureus. Both cases cleared up after several

days of administration of Chloromycetin and alba-

mycin to which the organisms were very sensitive.

concluded on next page
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Deaths

We had no operating room deaths
;
however, we

did have three deaths which occurred before the

patients left the hospital. One patient died of acute

cardiac infarction on the twentieth postoperative

day, another of acute pulmonary embolism on the

twenty-eighth postoperative day, and the third of

cancer of the large bowel eighty-two days after

operation. Of those who died after their hospital

discharge, three patients expired of bronchopneu-

monia—one two months, one four months, and one

eleven months after operation. Four patients died

of arteriosclerotic heart disease—one four months,

one five months, one six months and one fourteen

months after operation. This represents a total of

ten deaths ranging from 20 days to 14 months after

operation. Seven of these patients had been dis-

charged from the hospital, while three died before

hospital discharge.

Dislocations

We have had no dislocations. This is an interest-

ing observation, particularly because we had had
dislocations in previous cases in which Judet nylon

prostheses had been inserted through the anterior

approach, prior to our use of the intramedullary

stem prosthesis.

Disposition of Cases

Twenty-one of our patients were discharged to

nursing homes, thirty-eight went directly to their

own homes, while three expired before hospital

discharge.

Follou’-np Period

The shortest follow-up was in the case of the

patient who died of cardiac infarct twenty days

after operation. The longest follow-up has been

forty-eight months.

SUMMARY AND CONCLUSIONS
Sixty-two cases of fresh fractures of the neck of

the femur treated by the insertion of an intra-

medullary stem prosthesis are reported. In most
cases the operation was done because the patient

had a high femoral neck fracture and his general

medical condition was considered to be poor. In

some cases the operation was done because the

patient's condition was poor and his mid-neck frac-

ture could not be satisfactorily reduced by closed

reduction at the time of the intended Smith-

Petersen nailing.

The advantages of the operation as a primary
procedure in the average case include early ambu-
lation, reduction of complications, shorter hospital

stay and easier nursing care. Most of our patients

have been able to take care of themselves in their

homes postoperatively. \\ e wish to emphasize that

whenever possible fresh fractures of the neck of the

RHODE ISLAND MEDICAL JOURNAL
femur should be treated by conventional hip nail-

ing. However, we also feel that in certain selected

cases, the insertion of endoprosthesis is more de-

sirable than routine hip nailing.
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Also the work of Ford and Spurr10 show this same

excretion pattern of electrolytes. The author feels

that proper use of chlorothiazide entails fairly fre-

quent studies of the electrolytes as part of the

follow-up of all patients. Also it seems to follow

that a high sodium and chloride electrolyte pattern

is a definite indication for chlorothiazide. This

saluretic effect of chlorothiazide is a valuable ele-

ment in modern therapeutics for three reasons

:

patients can have some salt in their diet
;
secondly,

those who are careless of salt intake will have better

results in spite of their failings; and thirdly, with

so many patients today who frequently take soda

bicarbonate or patent medicines with soda in them,

for gastric distress, unaware of the sodium con-

tent, they too will be better controlled.

Chlorothiazide was used intravenously in four

patients. The dose was 1000 mg. The drug was

made available in vials of 500 mg for investigational

use only and has not been, to date, released com-

mercially. Results were excellent in one case of

uremia
;
good in one case of severe pulmonary

edema
;
and poor in another case of pulmonary

edema and in a case of massive ascites. The latter

proved at autopsy, much to the chagrin of the

clinicians, to be a case of multiple, large, mesenteric

cysts, type and cause unknown. The author feels

that I.V. chlorothiazide is useful, only when drugs

cannot be taken by mouth.

Two unusual findings were noted during the

course of the investigation. The first was the com-

plete relief of any anginal symptoms in three pa-

tients, after two weeks of therapy. In five cases

with an arrhythmia, the arrhythmia disappeared in

5 to 7 days after start of therapy. Both findings

were, in all probability, part of the normal course

of events as the patients’ general condition im-

proved, and not the direct effect of the chlorothia-

zide.

Eleven cases of the group with ARHD and

edema had been refractory to other diuretics. How-
ever, with chlorothiazide, a good diuretic response

was noted in all of them, and no evidence of the

development of refractoriness to date.

Dosage Requirements

Findings were uniformly good when 2 Gm. of

chlorothiazide were given daily for its diuretic

effect. Some patients could stay on that dosage for

four weeks, others needed a reduction of dosage in

two weeks’ time. Only three cases could he carried

on only 0.5 Gm. daily dose and remain edema free.

However, when chlorothiazide is given for the

hypotensive effect in the absence of edema, many
patients will do very well on 0.5 Gm. b.i.d., or 0.25

Gm. b.i.d. Any lower dosage will not keep the blood

pressure at a sustained favorable level. This was
evidenced in patients where dosage was deliberately

reduced or when patients ran out of the tablets, or

reduced the dosage because their supply was run-

ning low. These patients showed elevations of from

20 to 40 systolic, with a return to a lower level when
proper dosage was restored.

Only 5 patients in this entire series were able to

stop chlorothiazide and remain edema free. None
of the patients with hypertension could stop the

drug and not have an elevation of blood pressure.

One patient was thought to have become refrac-

tory to the chlorothiazide. Case #28, a forty-nine-

year-old female with a long history of edema, had a

very favorable response to the drug on 0.5 Gm.
b.i.d. and in a week became edema free. The patient

then decided on her own, to stop taking the drug.

She found that in 5 days the edema had returned

to its previous level. She then resumed chlorothia-

zide without any effect. Dosage was increased to

1.0 Gm. b.i.d., but no diuresis occurred. She was
given an oral mercurial with some effect however,

after 3 days it caused irritation of her stomach, and
after a week she stopped the drug. Since she had

some chlorothiazide, she decided to try it again. On
a 1.0 Gm. b.i.d., she experienced an excellent diu-

resis and when last seen, was edema free. Careful

questioning revealed the fact of very excessive salt

intake which apparently, accounted for the lack of

response on the second trial of chlorothiazide. With
a BUN of 12.4 and electrolytes Na — 148, Cl —
112, chlorothiazide did not overcome the excessive

salt intake.

Side Reactions and Toxicity

Side reactions to chlorothiazide were noted in

eight of the patients in this series. These were

minor and consisted of nausea, mild headache,

vertigo, and some lightheaded feelings. These sub-

sided on reduction of dosage in five of the eight

patients. Two refused to take the drug again, even

at a much lower dosage. Therapeutic effect was

equally good on a lower dosage in the five men-

tioned above. Only one patient was made ill by the

drug. This woman was given chlorothiazide for her

premenstrual edema, 0.5 Gm. daily. The first day

she took the tablet a very good diuresis and loss of

edema occurred, but she noted a headache and some

nausea. One hour after taking the tablet, on the next

dav, she felt very dizzy and breathless, and had a

constricting feeling in her chest which persisted all

that day and part of the next. She did not take an-

other dose of the drug on the third day. This was

apparently an idiosyncrasy to chlorothiazide.
concluded on next page
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At the present writing, no evidence of a toxic

reaction in bone marrow, liver, kidney, or central

nervous system has been seen. Other than nausea,

no G.I. upset has occurred — no vomiting or diar-

rhoea. Dermatologic reactions have not been seen

in any case, even in the few who have taken the drug

for more than 20 weeks. It was also of interest to

note that in this series there are five diabetics who

are on a daily dose of Orinase, (Upjohn Co.).

There was no apparent conflict between the two

drugs. One unusual allergy to chlorothiazide oc-

curred in a laboratory technician who, while filling

a pipette, accidentally sucked into her mouth some

of the solution used in the serum concentration

determination. In a matter of minutes she noted a

swelling of her tongue and lips. The only known

allergy in this woman is to sulfathiazole. Perhaps it

may he a good precaution to question all patients as

to history of a known allergy to sulfathiazole. In

this series, no patient had such an allergy in their

past history.

A word of caution must be given at this time.

Much more experience with chlorothiazide must be

gained before patients can be treated haphazardly.

One must he on guard for evidence of electrolyte

unbalance, especially in sodium and potassium de-

pletion. It is urged that electrolyte determination

be done on patients at two-week intervals. In the

presence of nausea and vomiting and/or diarrhoea

that is protracted ;
also, in the profuse perspiration

of hot summer weather the possibility of precipitat-

ing a severe electrolyte unbalance in patients taking

chlorothiazide must be kept in mind. Also, nortno-

tensive patients on 1 to 2 Gms. per day should be

watched very carefully, especially if the drug is

continued at that high dosage for at least four

weeks.

SUMMARY
Chlorothiazide was given to ninety-seven pa-

tients for its diuretic effect and enhancing action in

the treatment of hypertension with antihyperten-

sive drugs. It proved to be a most effective diuretic

and saluretic, and comes closer to the so-called
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“Ideal Diuretic” that we have available today. Re-
duction in blood pressure was effected, if elevated,

in the presence of edema, but not lowered if the

patient was normotensive.

Chlorothiazide is a valuable help in severe hyper-

tension in enhancing the effect of the antihyperten-

sive drugs. It is especially effective in patients who
have had a splanchnicectomy (Smithwick).

Serum concentration studies revealed rapid ab-

sorption of chlorothiazide from the G.I. tract, hut

the amount absorbed varies from patient to patient

without any apparent influence on clinical effective-

ness. Therefore, serum concentration is of no prac-

tical help in clinical evaluation of the drug’s effect.

Findings in the study are comparable to those of
|

Hollander and Wilkins;8 Freis. Wauko, Wilson

and Parrish; 9 and Laragh, Hinemann, and

Demartini. 10

All new drugs added to the clinician’s arma-

mentarium need the test of time to evaluate fully

their value in modern therapy. The author believes

that chlorothiazide will stand up to the test of time

and will be considered a great addition to the un-

derstanding and treatment of edema and 'or hyper-

tension.

* * *

Appreciation is expressed to Miss Helen F.

Crouton, b.s., m.t. (a.s.c.p.), chief medical tech-

nologist, for her help in accomplishing the labora-

torv determinations used in this study.
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Benevolence Fund Contributions Tax Exempt

The Treasury Department has recently ruled

that the Benevolence Fund of the Society, organ-

ized for charitable purposes, is exempt from Fed-

eral income tax as an organization. As a direct

result of this ruling contributions made to the Fund
are deductible by the donors in computing their

taxable income.

The Benevolence Fund offers every member of

the Society the opportunity to aid physicians who
have had the misfortune to be forced from the prac-

tice of medicine by physical disability. Several of

the district societies have already asked their mem-
bers to contribute at least $5 toward the fund. Any
member may send an individual contribution at any
time directly to The Benevolence Fund, Rhode
Island Medical Society. 106 Francis Street, Provi-

dence 3.

Watch Out for This 300-Pound Man!

The FBI urges local physicians to he on the look-

out for an extortionist currently listed as Walter J.

Barnes, but also utilizing such aliases as: J. Clark

Abbott, John Clark Barnes, John Clark Barnett,

Salvador Daluiso, Anthony Frombotti, John
Charles Harper, John Clark Holmes, Fred J.

Miller, Morris G. Plottsman, Herman Samuels.

He is wanted for: extortion, mail fraud, fraud

by extortion, and fraud by interstate wire.

He is six feet three in height
;
weighs 300 lbs.

He is fifty-five years of age, has brown hair (gray

at temples), two pitted scars left forehead, small

scar at center of forehead, abdominal scar, scar on

lower right leg, front teeth broken off, large pro-

truding ears, and he wears dark rimmed glasses.

Known to be a follower of the racing tracks, this

character may pay a visit to Rhode Island. He is

reported to have a heart condition, and as a result

may consult physicians in this state. Notify the

local Federal Bureau of Investigation immediately

should you see this person.

Regional CD Meeting Scheduled

On September 13th, representatives of the med-

ical societies in the Northeastern region will assem-

ble at Boston for a session on civilian defense called

by the Council on National Defense of the Amer-
ican Medical Association. Major purpose of the

conference will be to evaluate the work that has

been done in civilian defense, and to exchange ideas

and information with respect to the co-ordinating

of the efforts of the various states.

Jenkins-Keogh Bill Gets Favorable Treatment

As this news is written, the House Ways and

Means Committee has finally agreed to report

favorably a Jenkins-Keogh bill to permit self-

employed persons to defer income taxes on money
placed in retirement funds. This is certainly one of

the most encouraging reports of the year, for physi-

cians have long led the fight for recognition of the

individual self-employed who is denied the tax de-

ferment given employees of large corporations and

industries.

Toothpaste Advertising Claims Misleading

The American Dental Association has described

advertising claims of the nation’s major toothpaste

manufacturers as misleading and detrimental to

the public’s dental health. The opinion was ex-

pressed at a Congressional hearing at which the

Association representatives called upon Congress

to enact legislation which would permit federal

agencies to control “reckless claims in advertis-

ing.’’ One-a-day brushing by a particular tooth-

paste manufacturer, and other claims leading to a

false sense of security about dental caries, peri-

dontal disease, “bad breath” due to diseases of the

nose, throat, sinuses, lungs and the gastro-intestinal

tract, came in for criticism by the dental group.

Flospital Formulary Service Available

in September

For the first time in history the time-consuming

task of compiling individual hospital formularies

will no longer be necessary when the American

Hospital Formulary Service becomes available in

September. Henceforth drug monographs in loose-

leaf form together with supplementary monographs
continued on next page



450

to be issued at regular intervals, will be distributed

to hospitals throughout the nation, as well as to

physicians, pharmacists and nurses. The new form-

ulary is designed to provide a convenient reference

regarding drugs, their dosage forms, dosage and

routes of administration, side effects and toxicity,

and unusual procedures or precautions that may be

necessary in their administration.

VA Seeks Doctors in Adjudicative Medicine

The Veterans Administration has numerous va-

cancies for physicians in adjudicative medicine.

Each regional office and center have regional activi-

ties with at least one Rating Board. These Boards

are made up of three-member teams of rating

specialists (medical, occupational, and legal) who
rate claims of veterans for disability compensation

or pension.

Advantages cited in appointment to these profes-

sional positions are ( 1 ) an opportunity to make a

critical review of a wealth of clinical material which

has been thoroughly developed from everv clinical

and pathological standpoint, (2) a wide choice of

locations in every state, (3) a sedentary position

with regular working hours, (4) a starting salary

of $8,810 per annum, (5) vacation and sick leave

benefits, (6) coverage under Civil Service Retire-

ment or Social Security System, and (7) low-cost

life insurance.

RHODE ISLAND MEDICAL JOURNAL
Requirements for the job are citizenship, grad-

uation from a medical school of recognized stand-

ing. approved internship, and at least one year of

progressively responsible professional experience

in the field of medicine.

For further information contact the Personnel

Officer at the Veterans Administration Regional

Office in Providence at 100 Fountain Street.

The Modern Family Doctor

In a recent release the Health Information Foun-
dation announced preliminary findings from a sur-

vey made in co-operation with the University of

Chicago’s National Opinion Research Center which

shows that the average family doctor today is

:

... a well-established physician in his forties who
treats about 26 patients a day and spends

more than eight hours a day on home and

office calls.

. . . affiliated with one or more hospitals, and the

average performs some free work in hos-

pitals.

Standards for Blood Transfusion

Services Approved

The Joint Blood Council, Inc., recently an-

nounced the establishment of standards for eval-

uating and comparing policies and technical pro-

cedures of blood transfusion services throughout

the country that include methods for collection of

blood from donors, storage, laboratory processing,

and preparation of certain blood derivatives, as well

as testing procedures to insure compatibility with

patients’ blood.

Polio Foundation Changes Title and Goals

The National Foundation for Infantile Paralysis

has dropped the reference to a specific disease in its

title and will be known in the future as The National

Foundation.

Projected plans center on the development of an

organized voluntary force in the fields of medical

research, patient aid, and professional education,

flexible enough to meet new health problems as

they arise.

The first new goals will be research, and even-

tuallv a patient aid program in arthritis and con-

genital malformations. Virus research will be con-

tinued and expanded as will the investigations cur-

rently being conducted into the disorders of the

central nervous system.

No attempt will be made to duplicate the work

of other voluntary agencies, Basil O’Connor, presi-

dent of the organization said, although as scientific

breakthroughs occur they will be pursued wherever

they lead, with the general objective the improve-

ment of man's health.

All five areas of the expanded program will be

financed through the traditional March of Dimes

conducted annually in January.
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much. Then there is the heartening growth of the

citizen mental health associations in the several

states which bring ever more influence to hear on
governors and legislators to do a better job. There

is also the highly effective National Committee
Against Mental Illness which incessantly pushes

heavily on governors and legislators for more funds

for personnel, research and training. Nor must one

overlook the solid and important work of the Coun-
cil of State Governments under the guidance of

Mr. Frank Bane and Mr. Sid Spector. The Council,

of course, is the agency of the governors and they

rely heavily on it for guidance. In selected states, I

like to think that the surveys which we have con-

ducted on mental health resources and needs have

helped the governors and commissioners to advance

their programs.

These, and other factors, have brought most of

our state governments to a new outlook on the prob-

lem of mental illness. Their problem is a staggering

one from an economic point of view. Although

there is not more than a handful of hospitals in the

United States that can boast a per diem rate per

patient of as much as $5.00 (which is what the

A.P.A. standard recommends for intensive treat-

ment), the fact remains that in the past ten years

the national average per diem per patient has risen

from $1.80 to $3.64 in 1957, and this is no small

accomplishment ! But more than that, our state gov-

ernments are looking for ways out of the awful

treadmill they have been on so long — the tread-

mill that builds more beds to house more patients

without adequate staff to give adequate treatment

and resulting, inexorably, in building still more
hospitals to house more patients ad infinitum. The
states are looking now to research, to training, to

community facilities as a long-range answer to the

problem. One thinks of the Lafayette Clinic in

Detroit, the New York State Psychiatric Institute,

and Galesburg, Illinois, State Research Hospital,

and the like, as outstanding examples of this re-

orientation. This transition of the states from in-

difference to the mental hospitals, to anxious con-

cern with meeting the challenge of mental illness in

a fundamental way, certainly stands as one of the

major turning points of our times.

The Citizens Alental Health Movement

Now, before we separate, come with me on one

more visit. It takes place on May 6 of last year on
the steps of the east portico of the Capitol Building

in Washington, D. C. There was a large hell posi-

tioned there on an appropriate pedestal. Television

and newspaper cameramen were there in quantity.

My wife and I mingled with the crowd. Many
tourists wandered about, curious enough hut obvi-
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ously ignorant of what they were about to see. Soon
Senator Wiley of Wisconsin appeared and gave an
interview to the press. Then Mr. Nixon and Senator
Smathers of Florida came on the scene and the

curtain was raised on the main show. The ringing

of the bell was to symbolize the opening of Mental
Health Week. The bell had been made from the

chains and shackles that had been used, not so long
ago, to restrain the mentally ill in public mental
hospitals all over the United States. The metal had
been melted down and cast into a hell that resem-
bled the Liberty Bell and, indeed, the bell did sym-
bolize a new kind of liberty for a segment of our
population that had been too long oppressed. The
Vice-President read the Proclamation from the

President of the United States calling on all citi-

zens to observe Mental Health Week under the

slogan Ring the Bell for Mental Health.

I could not help but reflect, at the time, on how
much our hopes for conquering mental illness de-

pend on the support of a sturdy citizens’ movement
and how auspicious it was that the National Asso-
ciation for Mental Health, after 40 years of strug-

gle, had now taken on the strength required to see

the job through. I recall that back in 1950 it was
your own Doctor Ruggles who played such a key

role in making possible the amalgamation of the old

National Committee on Mental Hygiene with the

Psychiatric Foundation and the National Mental

Health Foundation, thus bringing unity and con-

solidation to the citizens’ movement in our field.

Only now are we beginning to see what remarkable

dividends this merger had in store for us. The Na-
tional Advertising Council has taken up the cudgel

for mental health. The leaders in the National

Association and the state societies are developing

ever-stronger programs of education about mental

illness and community services in behalf of the

mentally ill. More money is being raised for re-

search, and the National Association for Mental

1 lealth has obtained one of our psychiatrist leaders,

Doctor William Malamud, to direct its research
continued on next page
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programs. The existence of this strong citizens’

movement adds immeasurably to our confidence as

we face the decade ahead.

Korea— Joint Commission — Durham Decision

There are surely many other turning points in

psychiatry which I could mention and which I like

to think of as Peaks of Vision in our progress.

There was for example, the spectacular success of

psychiatry on the front lines in the Korean war.

There was the establishment of the Joint Commis-

sion on Mental Illness and Health. There was the

Durham decision which did so much to reconcile

criminal court procedures with modern psychiatric

knowledge ; and I could mention others. But I

speak tonight only of those with which I was more

or less directly concerned.

Xow at the end of our journey it is perhaps useful

to review, very briefly, what the highlights were,

with the thought that perhaps we may wish to

present them once again for our own or others’

entertainment.

(1) There was the founding of the National

Institute of Mental Health which made concern

about mental illness and the promotion of mental

health a national policy.

(2 ) There was the National Committee Against

Mental Illness which added a fresh and powerful

force to the struggle to obtain more funds for re-

search, training and personnel in our field.

(3 ) There was the evolution of the American

Psychiatric Association from a scientific forum

type of organization to an administrative organiza-

tion with a determination to play a leading role in

guiding the national effort to deal more effectively

with mental illness.

(4) There was the post-war revolution in the

Veterans Administration under the slogan of

“medical care second to none" which led to the most

comprehensive psychiatric training program the

world had ever seen.

(5) There was the emergence of international

psychiatry through the W orld Health Organiza-

tion. the W orld Federation of Mental Health, and

several international congresses on psychiatry and

mental health.

(6) There was the general acceptance of psy-

chiatry as an essential component of the education

of even - medical student, as was so clearly delin-

eated at the Cornell Conferences on Psychiatric

Education.

(7) There was the establishment of the A.P.A.

Mental Hospital Institutes and Service marking as

they did a determination that the Association would

focus its major service efforts in behalf of the

mental hospitals.
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(81 There was the decision on the part of state

government to face the challenge of mental illness I

more realistically— that is, to re-examine the cen-

tury-old policies of indifference that had brought
their hospital systems to such a sorry state and to I

seek new approaches through research, training,

and intensive treatment, and through the elabora-

tion of community facilities as a way out of their

dilemma.

(9) There was the reopening of famous Butler

Hospital which stands as a prototype of a true com-
munity treatment center for the psychiatrically ill

and operated in partnership with the community.

( 10) There was the emergence of all the essen-

tial ingredients of a sturdy citizens’ movement as

embodied in the National Association for Mental

Health with its exciting promise of great progress

in the years just ahead of us.

To me, it was a more exciting trip than I could

have hoped for
;
and now I wonder what the days

ahead hold in store. I confidently expect quite as

many Peaks of Vision to arise on the land in the

next ten years. I dare to hope, for example, that

one Peak of Vision will take place in some research

laboratory which will announce a breakthrough in

determining the causes and more effective treat-

ment for schizophrenia and mental deficiency. I

think there will be a supreme effort to solve the per-

sonnel-shortage problem in our field and I myself

expect to devote virtually all my attention to this

particular problem. I believe we will see a finer

integration of psychiatry with the other disciplines

and with the entire spectrum of community re-

sources that could contribute importantly to the

prevention of breakdowns but which, as yet, remain

largelv untapped. I anticipate the intensive devel-

opment of community facilities of all types as a

substitute for the building of large public mental

hospitals. I am particularly hopeful that our thera-

pies will be re-examined and evaluated in the light

of what has been learned in regard to the powerful

effect of suggestion on the human personality, as.

for example, in the phenomenon of the placebo.

These are some of the Peaks of J'ision which I

hope and expect to see in my travels over the next

decade.

I should like to end tonight with a quotation from

a friend whom many of us knew and loved, Doctor

Alan Gregg. The quotation comes from a speech

he made in London in 1948 at the first meeting of

the World Federation for Mental Health

:

“At the dedication of the 200-inch telescope on

Mount Palomar in 1948 the guests were allowed

to look at a star never seen by man before — a

star whose light has been on its swift way hither

at 186.000 miles a second for one hundred and

ninety-five million vears — a star which could
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not receive today’s sunlight until the year one

hundred and ninety-five million, one thousand,

nine hundred and forty-eight, A.D. One of the

speakers on this occasion, Raymond Fosdick,

was tempted to recall the story of the little girl

whose version of the nursery rhyme was ‘Twin-

kle, twinkle, little star, how you wonder what I

are !’ The perspective of human life and individ-

ual importance in such a matrix of space and time

might make us wince. But Mr. Fosdick reminded

his audience that although the philosopher may
say, ‘Astronomically speaking, man is completely

negligible.’ the psychologist can reply, ‘Astro-

nomically speaking, man is the astronomer.’ And
in that heartening answer lies the consolation and

the glory of those who study the mind and spirit

of man.”

Plan to go to Newport

Wednesday, October 8

INTERIM MEETING

TO ALL MEMBERS OF THE SOCIETY:

The American Academy of Cerebral Palsy will

hold its twelfth Annual Meeting at the Sheraton-

Biltmore Hotel, Providence, Rhode Island, Sep-

tember 25, 26, 27, 1958.

A cordial invitation is extended to the members

of the Rhode Island Medical Society to attend this

meeting with the same privileges given to medical

guests of the Academy.

The registration fee to attend the scientific ses-

sions is $15. For those who may wish to participate

more fully in the program, a schedule of scientific

activities and the social program with costs are

listed below. Residents or interns will have free

access to the scientific sessions providing a letter

from their hospital director or chief of service is

presented at the registration desk. However, they

will be expected to pay the full charge for instruc-

tional courses or the audio-visual program.

Registration Fee $15.00

Instructional Courses 5.00 each

Audio-visual Program 5.00 both days

Banquet 10.00 per person

Clambake 8.00 per person

Luncheons 3-50 per person

A nonmembership package deal for all activi-

ties which will include three instructional courses

- $50.00.

'Z^WASLAV£\| f/j Wherever you go

forget your telephone

calls. We#
ll take them

for you, day or night.

MEDICAL BUREAU
of the

Providence Medical Association
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DETAILING THE PHYSICIAN AT HIS ANNUAL MEETING*

Howard M. Bilden

The Author. Howard M . Bilden of Summit, Nciv

Jersey. Sales Promotion Manager, Ciba Pharmaceu-

tical Products, Inc.; Secretary-Treasurer, Medical

Exhibitors Association of America.

T xdustries such as ours, which manufacture and

distribute products and services used by the

medical profession, participate at more conventions

than any other businesses. This accounts for the

various organizations that have been formed to

study and work toward better medical shows.

Over twenty-five years ago the Medical Exhib-

itors Association came into being. Membership in-

cludes pharmaceutical manufacturers, book pub-

lishers, food companies, instrument houses, and

other firms that exhibit at medical conventions. The

primary objective of the organization has been to

improve the industrial exhibit section of medical

meetings in an effort to make it a valuable feature

that will attract physicians who attend conventions

of the various medical associations.

A similar organization known as the Professional

Convention Management Association was recently

formed. Membership of Professional Convention

Management Association includes, as the name
implies, managers of dental and medical shows.

The two associations have worked together to

improve the value of the industrial exhibit section

as a feature of medical association meetings. A need

to coordinate the activities of these organizations

is indicated by the formation of a third association

known as “Joint Conference on Medical Conven-

tions.” The last meeting of the Joint Conference

was attended by convention managers, members of

the Medical Exhibitors Association, and in addi-

tion, officers of the American Hotel Association,

the American Surgical Trade Association, Inter-

national Association of Auditorium Managers, In-

ternational Association of Convention Bureaus

attended as guest speakers.

Even those closely associated with convention

activities were impressed with the fact that conven-

tions per se are big business. A survey of thirtv-

*Delivered at the First Medical Service Representatives

Conference at the 147th Annual Meeting of the Rhode
Island Medical Society, at the Sheraton-Biltmore Hotel,

Providence, Rhode Island, May 13, 1958.

seven cities in 1957 showed that one billion, two

hundred million was spent last year on conventions

in these cities. For travel to and from these conven-

tions, the expenditure was around two and one-half

million dollars. It has been estimated that one and

one-half billion dollars was spent in 1957 for ship-

ping. materials (such as exhibits and supplies),

handling and servicing of equipment used at all

conventions. Is it any wonder, then, that hotel

managers’ associations were interested in meeting

with this group in Phoenix in January?

1 have indicated that our companies spend a lot

of money exhibiting at medical meetings. As I

thought about medical shows, I found myself ask-

ing questions such as. Why does your company and

my company exhibit at medical meetings? Is it

because tbe management of these firms think they

must participate in order to retain the good will of

the medical profession? Do you think they are

anxious to contribute their money and our time just

for the exercise and a vacation for us? What then

are the objectives?

The chances are, without giving this subject very

much thought, you came here because your com-

panv bought space, shipped an exhibit and supplies

and directed you to be here and work in the booth.

That is a pretty good reason for being here. To do

otherwise is tantamount to insubordination. Oddly

enough, a CIBA man has never refused to attend a

medical meeting even though we may not have

stressed the objectives for participating. I realize

that we may have been remiss in this area, too, and

that our behavior in this matter is probably about

average.

Astronomical figures have been quoted regard-

ing monies spent in the convention business. 1 .et’s

break this down to something that you and I can un-

derstand, something more tangible and more closely

related to our own experiences. There are many
rough estimates regarding the cost of detailing and

the cost of an interview at medical conventions. In

trying to relate the value of interviews at medical

meetings versus office interviews, one company ar-

bitrarily used the figure of 20 per cent. In other

words, placing a value of one on the effectiveness of

office interviews with physicians, this arbitrary fig-

ure indicates that the average convention interview
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' is one-fifth as effective as an office interview. An-
! other arbitrary figure that has been bandied about is

25 per cent, meaning that that firm lias concluded

that convention interviews are just one-fourth as

! effective as office interviews. Several years ago one

of these companies was cold bloodedlv eliminating

from their convention program any meeting at

which interviews cost more than $1 .60. As expenses

have increased, they may have revised this crite-

rion. Considering every item of expense including

booth space, write-off on exhibit equipment, sam-
ples, literature, shipping, travel expenses, and rep-

resentatives salaries, divided by the number of

|

contacts gives us a rough estimate of almost three

i

dollars per convention interview.

As management of our companies critically an-

alyzes balance sheets, and profit and loss state-

i ments, it is difficult to believe that participation as

an industrial exhibitor at medical conventions is

,

merely a generous gesture. Medical meetings offer

|

another promotional medium. One that is extremely

|

difficult to evaluate. There is no way to estimate the

result, unless we sell goods or take orders for mer-

1 chandise at the booth to determine how much bene-

fit we get from medical meetings. I think I am right

in saying that the entire promotional effort of the

companies represented here is concerned with rend-

ering a genuine service to physicians. It is designed

to inform and remind, but basically the purpose is

to sell products. In the long run it does so only if it

provides accurate and dependable information.

Generally a combination of methods of communica-
tion is used — for example :

1. Personal contact by a representative of the

company.

2. Direct mail.

3. Advertisements in medical journals.

4. Closed circuit TV.
5. Motion pictures.

6. Exhibits at medical meetings and in hospitals.

7. Research seminars.

Each physician chooses the channels of communi-
cation to which he can give a bit of his precious time

and attention. As we are thinking now of medical

conventions and the fact that we exhibit, it is as-

sumed that most exhibitors are satisfied with what
they accomplish. They must have some criteria that

are satisfactory. Generally, this is gauged by the

number of doctors who visit the booth.

Did I say visitors? Come to think of it, physi-

cians who visit us at medical meetings are our
guests. This is a switch from the usual situation

encountered in the daily life of the detail man. At
first glance it seems evident that convention con-

tacts between salespeople and physicians should be

almost identical with those in the office detail call.

This is true with two modifications

:

1. In the detailing call an audience must be

sought with a doctor in his office during pro-

ductive hours. However, the doctor at a con-

vention is free of his practice and should be

more receptive, but many contacts at conven-

tions are first calls which makes necessary the

breaking of the ice. The big difference is that

as the detail man is now a convention attend-

ant, be becomes a host. Being host, it is impor-

tant to emphasize little things, so that simple

rules of conduct or good housekeeping become
doubly important.

2. The convention attendant should be ever

mindful of the fact that he represents his

company. He should be alert to determine the

intent of the visitor’s call. It may be purely

social or it may be to seek definite information.

Attendants should need no reminder that they

are dealing with professional men who place a

high value on cleanliness. Visitors hesitate to

enter a display booth that is not inviting.

In addition to keeping the house iu order, we
should be ready to welcome visitors, be

friendly and alert, but not overeager or in any
way impose upon the guests.

The practice of indiscriminate sampling at con-

ventions is waning. As stated before, at medical

conventions you represent your firm and therefore
concluded on next page
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have certain responsibilities. Therefore, it is impor-

tant to remember there are potent remedies at our

disposal which may be dangerous in the hands of

unauthorized recipients. Drug manufacturers have

become aware of this responsibility and you may be

interested in the following caution addressed to the

American Drug Manufacturers Association and

the American Pharmaceutical Manufacturers Asso-

ciation by Deputy Food and Drug Administration

Commissioner Harvey regarding the hazards of

sampling legend or Rx drugs :

“Rx DRUG SAMPLING — The problem of

indiscriminate sampling arose in connection with

several recent ‘professional meetings.' We recog-

nize that it is common practice to distribute phy-

sicians’ drug samples at medical meetings, and

we are confident that drug firms caution their

representatives to use discretion in handing out

samples. However, there recently came to our

attention the fact that, at several professional

meetings, potent Rx drugs were freely distrib-

uted to nonphysicians who happened to stop at the

various drug firms’ exhibits. In the light of these

experiences, we suggest the desirability of drug

firms’ emphasizing to their employees that the

handling of Rx drugs must be surrounded with

adequate safeguards to insure that such drugs

will be made available only to legally authorized

persons.”

As a result, the list of no sampling shows is increas-

ing, especially at conventions of national or re-

gional scope attended by many whose only author-

ization to receive legend drugs is a badge displayed

on their lapels.

The Medical Exhibitors Association now sup-

plies and encourages the use of a placard by mem-
ber companies announcing the no sampling plan.

This placard is an invitation that offers to relieve

doctors of the burden of carrying samples to their

offices and to send materials requested by mail.

Gradually this policy is being adopted by the phar-

maceutical manufacturers and is being supported

by convention management. This has a twofold

purpose

:

1. It relieves visitors of the burden of carrying

samples and literature from the meeting to

their offices. At large meetings where doctors

come from great distances, this is particularly

convenient because it relieves him of packing

these samples and literature in his traveling

bag in order to get them home. On departure,

it is often difficult to squeeze literature, sam-

ples, pajamas, and laundry into the suitcase.

2. Samples sent by mail are sure to reach author-

ized persons.

It is difficult to visualize a doctor leaving a six-dol-

lar shirt in the hotel, just so he can pack the samples
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he received. The fate of these products is obvious.

|

They end up in the wastepaper basket in a hotel

room rather than in the wastepaper basket in the

doctor’s office.

One firm made a survey in Atlantic City and
found that 60 per cent of the samples shipped to the

convention were recovered in Atlantic City hotels,

useless to anyone but chambermaids and other hotel

attendants who had connections with illegitimate

sample dealers. What happens if samples reach

unauthorized persons? At one medical meeting,
i

where the climate permitted housing of industrial

exhibits in a large circus tent, street urchins found
j

their way into the exhibit area. One little tyke was
apprehended with a pocket full of samples of potent

and even dangerous medications. What would hap-

pen if he had consumed them? And, next, who is

responsible in the event of illness or even death

from consuming a dangerous drug which was not

indicated and was not prescribed ? There is a moral

responsibility on the part of company personnel.
|

Are you willing to assume that responsibility?

SUMMARY
1. The promotional effort of our companies is

to render a genuine service to physicians by
j

providing accurate and dependable informa-

tion about the products or services that we sell.

2. Conventions provide a situation in which phy-

sicians with no patients waiting, can leisurely

attend scientific sessions, talk with their col-

leagues and visit the industrial exhibitors. In

this atmosphere they are your guests
;
treat

them as you would a guest in your home.

3. Sampling at medical conventions is waning.

This change is proving acceptable, and I am
sure the medical profession will back up our

efforts to protect persons who are not legally

entitled to receive potent Rx remedies. As an

added service, our companies will send re-

quested materials to doctors’ offices, thus

relieving them of the burden of carrying accu-

mulated literature and samples home.

The Rhode Island Medical Society convention,

because of its friendly atmosphere and co-operative

spirit, makes it a particularly attractive meeting for

all of us. We hope that your doctors, you, and your

company will benefit from this opportunity to meet

in a friendly, relaxed fashion to discuss the thera-

peutic value of the remedial agents that we have

to offer.

CHECK THE DATE

Wednesday, October 8, 1958

INTERIM MEETING AT NEWPORT
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VOLUNTARY HEALTH INSURANCE— 1958

Report of the Health Insurance Council, a Federation of

Leading Insurance Associations Representing over 90% of

the Health Insurance in Force Through Insurance Companies

ATore than 4 billion dollars—a rate of about

11 million dollars per day—of tbe nation’s

health care bill will be paid in 1958 through volun-

tary health insurance programs, according to the

Health Insurance Council.

This estimate was made by the Council based on

! the results of its annual survey of health insurance

[coverage in the United States for 1957. Benefit

payments to help cover the cost of hospital, sur-

gical, and medical care, last year amounted to 3.5

billion dollars, up 20 .7% over 1956, and an all-

time high.

The Council, in a projection of its 1957 figures

on health insurance coverage in the United States,

estimates that, as of June 1, 1958, some 123 mil-

lion persons were protected against the cost of hos-

pital expenses through voluntary health insurance

programs, 1 1 1 million were covered for surgical

expenses, 74 million had policies covering regular

medical expenses, and 15 million were insured

against major medical expenses. These figures,

added the Council, mean that about 72% of the

total U. S. civilian population today is protected

by some form of voluntary health insurance.

The survey, which is made annually by the

Health Insurance Council, and which covers the

period from January 1 through December 31, 1957,

is based upon reports of health insurance programs

conducted by insurance companies, Blue Cross-

Blue Shield and other health care plans.

The Council also reported that insurance com-
panies in 1957 paid a total of 740 million dollars

in benefits to people through loss of income insur-

ance policies, which help replace income lost be-

cause of accident or sickness. This figure, added to

the 3.5 billion dollars paid in other health benefits,

would bring tbe total benefit payments for the year

1957 to 4.2 billion dollars paid under all voluntary

health insurance programs.

Advances in all types of health insurance cov-

erage were revealed in the Council report. During
the year, the number of people covered by hospital

care insurance rose by more than 5 million over the

year before, the number of people covered by sur-

gical expense insurance increased nearly 8 million,

and persons covered for regular medical expenses

rose 7 million. In addition, loss of income policies

afforded protection to over 1 million more people,

while over 4 million more than in 1956—a gain of

nearly 50%—were reported covered hy major med-
ical insurance policies.

At the end of 1957, the Council figures showed,

up to 90% of those with hospital expense pro-

tection, also had coverage for surgical expenses,

while about 59% of those with hospital care in-

surance also had protection against regular medical

expenses.

“The growth in both the number of people cov-

ered under plans designed to help pay hospital and

doctor bills, and the payments received under these

voluntary plans,” said the Council, “demonstrates

the continued desire of the American people to
concluded, on page 460
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BOOK REVIEWS

FOUNDATIONS OF NEUROPSYCHIATRY
by Stanley Cobb. A.B.. M.D., ScD. The Williams

& Wilkins Co.. Baltimore. Md., 1958. 6th ed.

$5.00

This book is the sixth revised and enlarged edi-

tion of Dr. Cobh’s popular Preface to Nervous
Disease and has many of the same chapter head-

ings. It consists of about three hundred pages and

fourteen chapters. Reverberating circuits, feed-

back controls, central control of sensory perception,

the neurochemistry of enzymes in the brain, and

the way in which the anterior pituitary is controlled

by the nervous system are some of the great ad-

vances in the understanding of neurological and

psvchological processes which are discussed. The
chapters on “Consciousness and the ‘Mind-Body’

Problem” and on “Some Psychological Concepts

Important in Medicine” are perhaps the most in-

teresting and worthwhile to neurologists and psy-

chiatrists and should be read by all of them as a

refresher course in fundamentals. The chapters on

“Some General Problems of Anatomy and Physi-

ology. Autonomic Nervous System, Segmental and

Suprasegmental Aspects of the Cerebrospinal Ner-

vous System, Motor Integration and Locomotion,

Functional Localization in the Cerebral Cortex,

Cerebral Circulation, Cerebrospinal Fluid. General

and Special Neuropathology, The Peripheral

Nerve and Neuritis, Epilepsy,” and “Some Psycho-

pathological Reactions” give brief, accurate, con-

cise information and provide a good means of

checking on your own knowledge.

I recommend this well-written and interesting

book most highly and advise that it be obtainable

in every hospital library for everyday use. Person-

allv. I am most enthusiastic in regard to it and plan

to buy it.

William Newton Hughes, m.d.

THE INCURABLE WOUND and Further Nar-

ratives of Medical Detection by Berton Roueche.

Little, Brown and Company, Bost.. 1958. S3. 50

This well-written series of essays in medical

detection is a logical sequel to the author's Eleven
Blue Men. For those who have not had the pleas-

ure of the previous collection, these are true narra-

tives of the unraveling of various medical mys-

teries, chiefly in the field of public health.

Although written primarily for the layman, many
a physician could profit from the factual informa-

tion contained. For instance, the tale which gives

the present volume its title concerns the spreading

incidence of rabies, and the unexpected revelation

that it is now endemic in our native bats.

The episodes are written in the logical-deduction

detective style of Conan Doyle and Austin Free-

man. yet are scientifically accurate. An ideal book

for the bedside table, but not for earlv retirers.

Irving A. Beck. m.d.

SURGERY IN WORLD WAR II. OPHTHAL-
MOLOGYAND OTOLARYNGOLOGY. Ed-

ited by Colonel John Boyd Coates. Jr., MC; M.

Elliott Randolph. M.D. ; Norton Canfield, M.D.

and Elizabeth M. McEetridge. M.A. Medical

Department. U. S. Army, Office of the Surgeon

General. W ash., D.C. 1957. $5.00

Here is a book commended to all readers who
have a firm belief in preventive medicine. Although

the technical portions are likely to have but a lim-

ited appeal, they are well written, and bear perusal.

But for all physicians there must be a worthwhile

message which carries the appeal to be prepared

;

to meet adequately the needs for the care of the

eyes of all men in the armed forces during world-

wide stress.

Herein lies the value of these pages. They review

both the available records which indicate the type

of specialized practice met in military service, and

the requirements for men and material which ap-

pear necessary to meet the daily demands through-

out the world in terms of eye, ear, nose, and throat

problems.

In particular, within the eye field, the avoidance

of affording unnecessary refractions and glasses by

providing thorough-going examinations, compre-

hensive records, and adequate supplies stateside is

recommended. “Management of Battle-Incurred

Injuries of the Eye” in Chapter IY hears a state-

ment which applies to all eye cases
,
whether in civil-

ian or military practice : “The primary repair of an

injured eve is almost always a definitive operation.

There is seldom a second chance to improve the

situation.”

As a comprehensive survey this book describes
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in otolaryngology the frequency of Otitis Externa

and Otitis Media, with a deliberate reflection on

:the need for the use of “methods to restore the

integrity of the epithelium of the external auditory

canal.”

In both fields, the stress on rehabilitation of the

blind and deaf deserves recognition. This must he

similarly developed within our civilian experiences

right along, whether or not we anticipate future

military duty in the Armed Forces.

Here is a volume which can be easily perused by

any doctor interested in the problems of military

i medicine as related to ordinary civilian practice and

which has special reference to individual experi-

|

ences of Army medical officers assigned to the sur-

gery of ophthalmology and otolaryngology during

World War II. It also highlights the daily work of

the army surgeon in handling the average patient

!

F. Charles Hanson, m.d.

PRINCIPLES OF GENERAL SURGICAL
MANAGEMENT by H. A. F. Dudley,
F.R.C.S.E. & others. E. & S. Livingstone Ltd.,

Edin. and Lond., 1958. Williams & Wilkins Co.,

Balt, exclusive U. S. agents. $6.50

Because collected and hound information on

pre- and post-operative care is necessary, and

because that information changes steadily, new
presentations are always welcome.

Examples of relatively recent developments to

be found in “Principles . .
.” are, the use of corti-

sone in relation to surgery, the refined handling of

pheochromocytoma, and the disconcerting problem

of organism resistance to antibiotics and the conse-

quent increase in the incidence of surgical infec-

tions. Their treatment as units of information,

however, at times appear to be fragmentary. For

example, nor-adrenaline is mentioned as useful in

the surgery of pheochromocytoma while its physio-

logical antagonists are not even listed. The infection

problem is presented at some length, yet it is lack-

ing in the emphasis its position as a current major
surgical consideration justly deserves. The point is

that some of the information would have better

been left out than dealt with incompletely.

The book is too large physically and does not

offer a mass of condensed facts so that it cannot be

used as a pocket manual. It does not cover enough
ground to be considered a standard reference work.

These characteristics should influence a “surgeon-

to-be” house officer at any level in his decision to

purchase the book. “Principles . .
.” might he of

value to house officers with goals other than surgery

in mind about to be assigned in rotation to a sur-

gical service.

Butterfield's

DRUG STORE
Corner Chalkstone & Academy Aves.

ELMHURST 1-1957

Wednesday, October 8, 1958

INTERIM MEETING

of the

Rhode Island Medical Society

at

NEWPORT NAVAL HOSPITAL

Dinner in the evening at the

VIKING HOTEL

It is the glory of a bit of good work that it opens
the way for still better, and thus rapidly leads to

its own eclipse. The chief object of research is

the advancement, not of the investigator, but of

knowledge.

M. H. Gordon, M.D.

The Lancet, Aug. 8, 1953

J. E. Caruolo, m.d.
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insure themselves against costs incurred through

accident and sickness. Increasingly, the public is

providing itself with broader and more adequate

health cost coverage.”

Some further highlights from the Council's sur-

vey at year’s end are :

Hospital care insurance, to help pay for services

in the hospital, remained the most popular form of

health insurance in terms of number of people cov-

ered, with 70,192,000 persons covered by policies

from insurance companies; 54,923,000 enrolled bv

Blue Cross-Blue Shield
;
and 4,947,000 protected

by independent plans. Making allowance for people

covered by more than one type of insuring organi-

zation. the Council reported that over 121.4 million

persons were protected by hospital expense insur-

ance, an increase of 4.7% over 1956.

Surgical expense insurance, which helps meet

the cost of operations, was provided by insurance

companies to 67,456,000 persons
; 45,383.000 by

Blue Cross-Blue Shield ; and 5,597,000 by the

other health care plans. Allowing for those with

duplicate health insurance coverage, the survey

found 108.9 million persons protected against dupli-

cate health insurance coverage, the survey found

108.9 million persons protected against surgical

costs, up 7.5% over the year before.

Regular medical expense insurance, providing

for doctor visits for non-surgical care, accounted

for 36,926,000 persons through Blue Cross-Blue

Shield ; while 33,240,000 were covered by insur-

ance company programs; with 6,019,000 persons

insured under the independent plans. The undupli-

cated total number of persons having regular med-

ical expense protection was 71.8 million, a gain of

10.7%.

Major medical expense insurance, which helps

to absorb the cost of serious, or catastrophic illness,

continued its dramatic upward trend at year’s end,

the survey further disclosed. Coverage through

insurance companies under all forms of major

medical programs rose by 49.4% to 13,262.000

persons. Of these, 12,428,000 had protection

through group policies, with the remaining 834.000

insured through individual and family major med-

ical expense policies.

In 1957, the Council report continued, 32,739,000

persons were covered by insurance company loss of

income policies. The number of people who work

where there is a formal sick leave payment arrange-

ment would bring the total figure to 42.139,000

persons, 2.8% more than the year before, who are

protected against loss of income.

PATRONIZE JOURNAL ADVERTISERS



In Biliary Distress

ZANCHOL
Improves Flow and Color of Bile

Zanchol (brand of florantyrone), a distinct chemical

entity unrelated to the bile salts, provides the medical

profession with a new and potent hydrocholeretic for

treating disorders of the biliary tract.

The high degree of therapeutic activity of this new

compound and its negligible side reactions yield dis-

tinct clinical advantages.

• Zanchol produces a bile low in sediment.

• Zanchol enhances the abstergent quality of bile.

• Zanchol produces a deep, brilliant green bile, re-

gardless of its original color, suggesting improved

hepatic function.

• Zanchol improves the flow and quantity of bile with-

out increasing total bile solids.

Bile with these qualities minimizes biliary stasis, re-

duces sediment and debris in the bile ducts and dis-

courages the ascent of infection.

For these reasons zanchol has shown itself to be a

highly valuable agent in chronic cholecystitis, cholan-

gitis and care of patients following cholecystectomy.

Administration: One tablet three or four times a day.

Zanchol is supplied in tablets of 250 mg. each. G. D.

Searle & Co., Chicago 80, Illinois. Research in the

Service of Medicine.

s



all-day

or all-night protection

from

one oral dose

Compazine* Spansule t

capsules are especially useful for prompt and prolonged

relief from tension headache.

For the patient whose anxiety and nervousness are manifested

as tension headache, one ‘Compazine’ Spatisule capsule

taken in the morning provides protection throughout the day.

Patients on ‘Compazine’ are, in virtually all cases, free

from drowsiness, and often experience an alerting effect.

They can carry on normal activity.

And, on the other hand, for the patient who cannot sleep

because of anxiety and tension, one ‘Compazine’ Spatisule capsule

taken before retiring provides relief throughout the night.

‘Compazine’ Spatisule capsules: io mg., 15 mg. and 30 mg.

Smith Kline & French Laboratories,

Philadelphia

T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F.

fT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F.
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Antacid therapy in the best of taste

LIQUID

(Magnesium Trisilicate and Colloidal Aluminum Hydroxide, Lilly)

Combines palatability with effectiveness

In 12-ounce bottles at pharmacies everywhere

ELI LILLY AND COMPANY, INDIANAPOLIS 6. INDIANA, U. S. A. 862204



POSITIVE

RESULTS AGAINST MANY

GRAM-NEGATIVE INVADERS

CHLOROMYCETIN
COMBATS MOST CLINICALLY IMPORTANT PATHOGENS

Gram-negative organisms, involved in many stubborn infections, dem-

onstrate high in vitro sensitivity to CHLOROMYCETIN. 1 '8

The efficacv of CHLOROMYCETIN against these troublesome invad-J O

ers is borne out in vivo in such infections as infantile gastroenteritis
,

9

urinary tract infections
,

10 the septicemic and focal forms of salmonel-

losis
,

11 and Friedlander’s pneumonia .

12

CHLOROMYCETIN is available in a variety of forms, including Kapseals,® of

250 mg., bottles of 16 and 100.

CHLOROMYTCETlX (chloramphenicol, Parke-Davis) is a potent therapeutic agent

and, because certain blood dyscrasias have been associated with its administra-

tion, it should not be used indiscriminately or for minor infections. Furthermore,

as with certain other drugs, adequate blood studies should be made when the

patient requires prolonged or intermittent therapy.

REFERENCES: (1) Schneierson, S. S.: J. Alt. Sinai Hasp. 25:52, 1958. (2) Waisbren, B. A.:

Wisconsin AI. J. 57:89, 1958. (3) Ritts, R. E., Jr.; Mao, E II., & Favour, C. B.,in Welch, II.,

& Marti-Ibanez, E: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc.,

1958, p. 774. (4) Rhoads, R S.: Postgrad. Ated. 21 :563, 1957. (5) Roy, T. E.; Collins, A. M.;

Craig, G., & Duncan, I. B. R.: Canad. AI.A.J. 77:844, 1957. (6) Hasenclever, II. E:

J. Iowa AI. Soc. 47:136, 1957. (7) Holloway, W. J., & Scott, E. G.: Delaware AI. J. 29:159,

1957. (8) Waisbren, B. A., & Strelitzer, C. L.: Arch. lnt. Alcd. 99:744, 1957. (9) Derhain,

R. J., & Rogerson, M. M.: J. Dis. Child. 93:113, 1957. (10) Murphy, J. J., & Rattner, W. H.:

J.A.M.A. 166:616, 1958. (11) Rabe, E. E: Pennsylvania AI. ]. 61:209, 1958. (12) Rosen-

thal, I. M.: GP 17:77 (March) 1958.

PARKE, DAVIS & COMPANY • DETROIT 32, MICHIGAN
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15 STRAINS

1

il STRAINS

)1 STRAINS

2

18 STRAINS

14 STRAINS

3

31 STRAINS

69 STRAINS

4

03 STRAINS

13 STRAINS

5

12 STRAINS

7 STRAINS

6

4 STRAINS

6 STRAINS

7

5 STRAINS

IN VITRO SENSITIVITY OF SEVEN GRAM-NEGATIVE PATHOGENS

TO CHLOROMYCETIN AND TO ANOTHER WIDELY USED ANTIBIOTIC*

ESCHERICHIA COLI

B. PYOCYANEUS

SALMONELLA

CHLOROMYCETIN 92.3%

ANTIBIOTIC A 91.7%

B. ALKALIGENES FECALIS

B. FRIEDLANDER

'Adapted from Schneierson.*



462 RHODE ISLAND MEDICAL JOURNAL
TTTTTTTTTTTT'TTTTTTTTTTTTTTTTTTTTTTTTT TTTT T 7 T T T T T TT IT T T I T T T T T T T T T TTTT U T T TT

PROGRAM of the INTERIM MEETING
of the

RHODE ISLAND MEDICAL SOCIETY

At Newport, Rhode Island Wednesday, October 8, 1958

AT THE U. S. NAVAL HOSPITAL

Recreation Room, Hospital Corps Quarters, Building #43

3:00 P.M. Call to order

Francis B. Sargent, m.d.. Presiding

President. Rhode Island Medical Society

“STAPHYLOCOCCAL PNEUMONIA—CLINICAL EXPERIENCE WITH
TEN CASES IN YOUNG ADULTS”

Lt. Alfred W. Wolfsohn, mc, usnr
Staff Officer, Department of Medicine

( This paper emphasizes etiology, pathogenesis and treatment of staphylococcal pneu-
monia. Clinical highlights from ten fulminating cases are presented by using two case

summaries to illustrate the clinical picture and problems encountered.)

3:30 p.m. “BLADDER NECK OBSTRUCTION IN INFANTS AND CHILDREN”
Lt. Edward H. Ray, Jr., mc, usnr

Chief of the Urological Service

(A presentation emphasizing the relative common occurrence of vesical neck obstruc-
tion in infants and children, and pointing out the need for earlv recognition of this lesion.

Symptomatology, diagnosis and treatment are presented along with X rays of interesting

and illustrative cases.)

4:00 p.m. "THE VALUE OF POST-EXERCISE ELECTROCARDIOGRAM”
Captain J. M. McLaughlin, mc, usn

Assistant Chief of Medicine

(A presentation of electrocardiographic tracing as an adjunct in diagnosing gastro-
intestinal pathology as well as cardiac pathology.)

4:30 p.m. “OPEN TREATMENT OF BURNS”
Comdr. G. T. Van Petten, mc, usn

Assistant Chief of Surgery

(A presentation, with the aid of lantern slides, of the experiences of the Naval Hospital,
Newport, Rhode Island, in handling casualties with extensive burns.)

AT THE VIKING HOTEL, Newport, Rhode Island

6:00-7:00 p.m. RECEPTION and Social Hour

7:00 p.m. DINNER

8:00 p.m. “EXPERIENCES OF AMERICAN GEOGRAPHIC SOCIETY EXPEDITION
TO THE ANTARCTIC CONTINENT IN 1946-48”

Lt. Comdr. D. H. McLean, mc, usn
Staff Officer, Department of Medicine

(A report, with the aid of lantern slides, of the experiences of a group of twenty-three
people who laid the groundwork for the Weddell Sea Bases now in operation for the
Geophysical year.)



Raise the Pain Threshold

© ® © @ © @ © © ®

Phenaphen with Codeine provides

intensified codeine effects with

control of adverse reactions.

It renders unnecessary (or postpones)

the use of morphine or addicting

synthetic narcotics, even in

many cases of late cancer.

Three Strengths —
PHENAPHEN NO. 2
Phenaphen with Codeine Phosphate V\ gr. (16.2 mg.)

PHENAPHEN NO. 3
Phenaphen with Codeine Phosphate V2 gr. (32.4 mg.)

PHENAPHEN NO. 4
Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.)

Also —
PHENAPHEN In each capsule

Acetylsalicylic Acid 2V2 gr. . (162 mg.)
Phenacetin 3 gr (194 mg.)
Phenobarbital % gr (16.2 mg.)
Hyoscyamine sulfate (0.031 mg.)

PHENAPHEN’with codeine

A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA

Ethical Pharmaceuticals of Merit since 1878
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Doctors, too, like “Premarin”

The reasons are fairly simple. Doctors

like “Premarin,” in the first place, be-

cause it really relieves the symptoms of

the menopause. It doesn’t j ust mask them
— it replaces what the patient lacks —

natural estrogen.

Furthermore, if the patient is suffer-

ing from headache, insomnia, and arth-

ritic-like symptoms before the menopause

and even after, “Premarin” takes care

of that, too.

Women, of course, like “Premarin,”

too, because it quickly relieves their

symptoms and gives them a “sense of

well-being.”

“PREMARIN”
conjugated estrogens (equine)

Montreal, CanadaAyerst Laboratories • New York 16, New York

greater patient acceptance

proved therapeutic skin hygiene

incidentally

,

pronounced
"foam"

l /
cleanse pac® I

. more than 90% of those

using this product were
satisfied with it/^f

TL

§
Grayson, L. D..- Am. Pract. & Digest

Treat.' 7:269, 1956.

Pink applicator and cakes are indi-

cated in incipient acne, where mod-
erate drying and peeling is desired.

Cakes contain 1% bithionol, U.S.P.

Yellow applicator and cakes are effec-

tive where excessive oiliness exist,

when maximum peeling and drying

is desired. In addition to bithionol,

cakes also contain 2% colloidal sul-

fur and 2% salicylic acid.

DOAK PHARMACAL CO., INC. 295 Madison Avenue, New York 17, N. Y.

w



you and your patient

can see the improvement

with
® Ophthalmic Suspension

prednisolone, 0.5%,

plus sulfacetamide sodium, 10%

Ointment with Neomycin, 0.25%METIMYD
in blepharitis,

conjunctivitis,

episcleritis,

keratitis,

meibomitis
and other

external eye
conditions

• prednisolone effectively checks

inflammation and allergy

• sulfacetamide sodium, with its wide-spectrum

antibacterial range, controls infections

caused by common eye pathogens

• addition of neomycin sulfate to prednisolone

and sulfacetamide sodium in Metimyd Ointment

broadens the antibacterial spectrum; the ointment

also assures sustained therapeutic action during the

SCHERING CORPORATION • BLOOMFIELD, NEW

night

JERSEY
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versatile dermatotherapy

for JUNIOR and SENIOR citizens

f

X

in pediatrics
Desitin Ointment is

unequalled in preventing

and clearing up diaper rash,

excoriation, irritation,

chafing.

in geriatrics
an incomparable protectant

and healing agent against

excoriation due to incon-

tinence; senile pruritus,

excessive skin dryness.
Write for samples and literature

DESITIN CHEMICAL COMPANY
812 Branch Ave., Providence 4, R. I.
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“Keeping him well withNeohydrin is easier

for him and us. He doesn’t need extra

potassium and we don’t worry about elec-

trolyte imbalance.”

oral

organomercurial

diuretic

TABLETNEOHYDRIN8

Prescribe neohydrin (brand of chlormerodrin) in bottles of 50 tablets.

There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea,

equivalent to 10 mg. of non-ionic mercury,

in each tablet.
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just wet . .

.

. . . and read

does proteinuria occur more frequently in any type

of heart failure—myocardial hypertrophy, mitral valve,

coronary artery, aortic valve or hypertensive heart disease?

No. The incidence of proteinuria is about equal among the various

types of cardiac patients in failure.

Source—Race, G. A.; Scheifley, C. H., and Edwards, J. E.: Circulation 13: 329, 1956.

first colorimetric test for proteinuria

ALBUSTIX
TRADEMARK

Reagent Strips. Bottles of 120.

also available as

ALBUTEST*Reagent Tablets. Bottles of 100 and 500.

AMES COMPANY, INC • ELKHART, INDIANA
Ames Company of Canada, Ltd., Toronto 45558
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.
[Miltown] produces no behavioral toxicity

in our subjects as measured by our

tests of driving, steadiness, and vision.”*

Relieves anxiety, tension and muscle spasm
in everyday practice

with unexcelled safety

without impairing

autonomic function

Miltowir
meprobamate (Wallace)

Usual Dosage:
One or two
400 mg. tablets t.i.d.

Supplied

:

400 mg.
scored tablets,

200 mg.
sugar-coated

tablets,

bottles of 50.

*MarquU. D. G.. Kelly, E. L.,

Miller, J. G„ Gerard, R. W.

and Rapoport, A. :

Ann. New York Acad.
Sc. 67 : 701. May 9, 1957.

WALLACE LABORATORIES, New Brunsunck, N. J.
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By proper planning , the fortunes of men can by-pass

chance, outlast the vagaries of time and endure for generations

His first consideration is the patient. That's why
many doctors often neglect their own personal

affairs.

This doctor is no case in point. He took time to

plan his family’s future without neglecting a busy

practice. Like many Rhode Island doctors, he used

his present securities, including life insurance, to

create a modern, flexible Living Trust. It acts not

only as a retirement fund but also provides security

for his family in the years ahead. Additional securi-

ties or cash may be added any time.

For complete information on Living Trust, call

one of our trust officers.

New England’s Oldest Trust Company - Founded in 1867

Member Federal Reserve System • Federal Deposit Insurance Corporation

OFFICES IN PROVIDENCE • CRANSTON • EAST PROVIDENCE • EAST GREENWICH • NEWPORT • PAWTUCKET • WAKEFIELD • WOONSOCKET



LEDERLE LABORATORIES

A Division of AMERICAN CYANAMID COMPANY

INTEROFFICE CORRESPONDENCE

Pearl River, N. Y. 7/18/58

OFFICE DATE

TO: Advertising Department COPY TO:

ATT'N: J. D. Roberts

FROM: C. K. Howe, Sales

Jim —

Here’s a question a number of our detail

men have tossed at me. Why doesn't Lederle's

advertising for ACHROMYCIN V Tetracycline

play up higher, faster blood levels the

way so many of our competitors do?

As you know, new laboratory studies show

pretty conclusively that ACHROMYCIN V is

unexcelled in this department.

How come we haven ' t turned on the heat in

our ads?

C. K. Howe

CKH:ls
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LEDERLE LABORATORIES

A Division of AMERICAN CYANAMID COMPANY

INTEROFFICE CORRESPONDENCE

Pearl River, N. Y. 7/21/58

OFFICE DATE

TO: Sales Department COPY TO:

ATT'N: C. K. Howe

FROM: J. D. Roberts

Charlie —
Sure ACHROMYCIN V Tetracycline blood levels are unsurpassed
in the latest laboratory study. But actually how signifi-
cant are any of these blood levels, clinically? It’s
really a matter of micromilligrams and fractional minutes!
Let's not put Lederle in the position of giving this sort
of evidence more emphasis than it deserves.

I think our job is to let doctors know that Lederle Research
developed ACHROMYCIN V to give improved results under actual
clinical conditions ... to get a higher percentage of
antibiotic to the tissues.

The fact that ACHROMYCIN V is the most widely prescribed
broad-spectrum antibiotic ought to be pretty good evidence
that physicians are consistently getting these results.

If your detail men will give doctors the complete story on
antibiotics, I think ACHROMYCIN V prescriptions will con-
tinue to climb without any fancy blood level advertising.

J. D. Roberts

JDR :ep
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The
Achievements

P
0

. . . in Skin Diseases: In a study of 26 patients with severe der-

matoses, aristocort was proved to have potent anti-inflammatory and

antipruritic properties, even at a dosage only 2A that of prednisone

1

. .

.

Striking affinity for skin and tremendous potency in controlling skin dis-

ease, including 50 cases of psoriasis, of which over 60% were reported as

markedly improved2
. . . absence of serious side effects specifically noted. 1,

2

’ 3

...in Rheumatoid Arthritis: Impressive therapeutic effect

in most cases of a group of 89 patients4
. . . 6 mg. of aristocort corre-

sponded in effect to 10 mg. of prednisone daily (in addition, gastric ulcer

which developed during prednisone therapy in 2 cases disappeared during

aristocort therapy). 5

1. Rein, C. R., Fleisehmajer, R., and Rosenthal, A. L.:

J. A. M. A. 165:1821, (Dec 7) 1957.

2. Shelley, W. B., and Pillsbury, D. M.:

Personal Communication.

3. Sherwood, A., and Cooke, R. A.: Personal Communication.

4. Freyberg, R. H., Berntsen, C. A., and Heilman, L.: Paper

presented at International Congress on Rheumatic Diseases,

Toronto, June 25, 1957.

5. Hartung, E. F.: Personal Communication.

6. Schwartz, E.: Personal Communication.

7. Sherwood, A., and Cooke, R. A.
: J.

Allergy 28:97, 1957.

8. Heilman, L., Zumoff, B., Kretshmer, N., and Kramer, B.:

Paper presented at Nephrosis Conference, Bethesda, Aid.,

Oct. 26, 1957.

9. Ibid.: Personal Communication.

10. Barach, A. L.: Personal Communication.

1 1. Segal, M. S.: Personal Communication.

12. Cooke, R. A.: Personal Communication.

13. Dubois, E. L.: Personal Communication.



...in Respiratory Allergies: “Good to excellent” results in 29 of

30 patients with chronic intractable bronchial asthma at an average daily dosage

of only 7 mg.6
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blood pressure in 12 of these.'
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tion of aristocort as possibly the most desirable steroid to date in treatment of

the nephrotic syndrome. 8,9
. .. Prompt decrease in the cyanosis and dyspnea of

pulmonary emphysema and fibrosis, with marked improvement in patients refrac-

tory to prednisone. 10,11,12
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disseminated lupus erythematosus.
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hen acute manifestations have subsided, maintenance
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dosage 2 mg. every 3 days until the smallest dosage
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TO A STRONG START WITH

Da kers

Doctor, your dietary decision can build Blue
Ribbon babies. The baby who wins the blue

ribbon is the one whose doctor—no one else

—

selects its formula.

OFF

Happy Jeanette, aglow with health,

is a Baker's Blue Ribbon Baby.

MODIFIED MILK
A complete formula in liquid and powder form

prepared exclusively from Grade A Milk

BAKER’S MODIFIED MILK BUILDS BLUE RIBBON BABIES

• A complete, balanced uniform for-

mula.

• Convenient and easy to prepare

—

simply add water.
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purity.

• Provides adequate amounts of all

known essential vitamins plus much-
needed iron.

• Butterfat replaced by easily digested
vegetable oils.

• Twice homogenized for better di-

gestion and absorption.
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OTHER PRODUCTS—VARAMEL— a scientifically formulated

evaporated milk product prepared exclusively from Grade A Milk

The

Normal Dilutions

Liquid Form—1 1I- oz. milk to 1 fl. oz. water

Powder Form-1 Tbsp. powder to 2 II. oz.
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20 calories per ounce

gp Laboratories, Inc. • Cleveland 3, Ohio

Milk Products Exclusively for the Medical Profession
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Calibrated dropper

COSA-TETRASTATIN*
glucosamine potentiated tetracycline

•/ith nystatin

CAPSULES .(black and pink)

250 mg. Cosa-Tetracyn (with 250,000

u. nystatin)

ORAL SUSPENSION (orange-pineapple
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For patients susceptible to

monilial superinfection.
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analgesic-antihistamine compound
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Controls Stress

Relieves Distress in smooth muscle spasm

new
Pro-Banthine with Dartal
— for positive relief of cholinergic spasm. — a new and safer agent for normalizing emotions.

Safer

Stabilization of

Emotion

Unsurpassed

Specificity of Action

Superior

Anticholinergic

Activity

PRO-BANTHiNE WITH DARTAL offers you a

new, specific and reliable control of visceral

motor disorders, especially when these dis-

orders are induced or aggravated by psychic

tensions or anxiety.

Pro-Banthine has won wide clinical

acceptance as the most effective drug

for controlling gastrointestinal hyper-

motility and hypersecretion.

Dartal, a new phenothiazine congener,

offers greater safety, flexibility and
effectiveness in stabilizing emotional

agitation.

The combination of each drug in fully effec-

tive doses in Pro-Banthine with Dartal gives

a new means of approach to the medical

management of functional gastrointestinal

disorders mediated by the parasympathetic

nervous system.

Specific Clinical Applications: Functional

gastrointestinal disturbances, gastritis, py-

lorospasm, peptic ulcer, spastic colon (irri-

table bowel), biliary dyskinesia.

Dosage: One tablet three times a day.

Availability: Aqua-colored tablets contain-

ing 15 mg. of Pro-Banthine (brand of pro-

pantheline bromide) and 5 mg. of Dartal

(brand of thiopropazate dihydrochloride).

g. D. SEARLE & co., Chicago 80, Illinois.

Research in the Service of Medicine.
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WHEN SHOULD HEART DISEASE BE COMPENSABLE? *

William E. R. Greer, m.d.

The Author. William E. R. Greer, M.D., of Boston,

Massachusetts. Assistant Professor of Medicine, Bos-

ton University School of Medicine; Associate Visiting

Physician, Massachusetts Memorial Hospitals; Asso-

ciate Member, Robert Dawson Evans Memorial.

T he question of when heart disease should be

compensable is being asked more frequently in

these days of increased interest in both heart dis-

ease and industrial medicine. Accidents and com-
pensation insurance claims have caused a marked
increase in legal actions concerning heart disease.

The subject of compensable heart disease is fraught

with conflicting theories, emotional aspects, eco-

nomic and moral aspects, legalistic implications,

and political influence.

On the one hand, we, as physicians, are called

upon to testify not only as to history, physical ex-

amination results, and pathologic aspects but also

as to the effects of stress, strain, trauma and other

occupational aspects of heart disease. Not infre-

quently, medical testimony is of little importance to

the final court decision.

There is a trend to make industry carry an in-

creasing load of the nation’s bill for medical care

;

and an increasing tendency among workers, as

financial reserves disappear and hospital costs

increase, to make any chronic, progressive disease

a compensable legal action. As a result of these

problems industry is becoming most reluctant to

hire or re-hire the so-called cardiac worker even

when there is good evidence that care of and plan-

ning with the cardiac can salvage much valuable

productivity which is now being wasted.

Dr. Paul D. White 1 has written much that is

most important to the subject. He has summarized
the questions that need to be answered as follows

:

1.

Does the man really have heart trouble, and,

if so, what kind?

*Presented at the 147th Annual Meeting of the Rhode
Island Medical Society, at Providence, Rhode Island, May
14, 1958.

2. Could it be caused or aggravated by an injury

or by the strain of unusual effort?

3. If so, was there such injury or strain in this

case?

4. And finally, was such injury or strain actually

responsible for the heart trouble here, and to

what degree?

The major types of heart disease which are

usually concerned in medicolegal actions are coro-

nary, hypertensive, rheumatic, and traumatic.

The first question to answer is, does the indi-

vidual really have heart disease? In a study2 of 631

so-called cardiacs referred for evaluation there

were 175 (28%) who were found to have no heart

disease at all. In most instances the erroneous diag-

nosis was due to faulty interpretation of the his-

tory, signs and symptoms. A review of cardiac

diagnoses made by British army physicians in

World War I established the fact that over 80%
of the diagnoses of organic heart disease were er-

roneous. Thousands of American soldiers have

been carried on disability ratings with mistaken

diagnoses of myocarditis, angina pectoris, mitral

insufficiency and other conditions. The actual ex-

tent of this problem in compensation cases is not

known. I have seen two patients in recent months
who are illustrative of the problem.

case 1. A thirty-vear-old fireman described chest

symptoms after smoke inhalation which were inter-

preted as possible angina pectoris by a young house

officer. There have been multitudinous studies and
examinations, all of which show no evidence of

heart disease. However, the original hospital rec-

ord was used as probable evidence of stress heart

disease, and the individual is on total disability for

some seven years at this writing. I might add that

he seems to enjoy his status.

case 2. The second case has a different ending.

A forty-seven-year-old Ph.D., was accepted for

employment on January 29, 1957, following a

pre-employment examination. On his pre-employ-

ment application there were questions regarding
continued on next page
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past or present significant disease. He wrote that

he had had angina pectoris of one year's duration.

History revealed that one year previously, while

he was riding in a bus, the vehicle suddenly stopped

and he struck his chest against a handrail which

caused him to have pain and nausea. The pain in

his chest increased at this time. It was improved
with aspirin. However, at midnight he was sud-

denly awakened with crushing pain in his chest

which radiated up to his neck, through to his back

and somewhat down his arms. He called a physician

who made an immediate diagnosis of coronary

thrombosis. The patient reiterated that he had just

had a chest injury and that that undoubtedly was
the cause, but the doctor was insistent that this was
typical coronary thrombosis and he was put on

complete bedrest. Electrocardiograms were taken

which were interpreted as normal. However, the

physician assured him this meant nothing and that

he definitely had angina pectoris.

Several days later ecchymosis appeared over the

anterior chest wall in the region of the xiphoid and

sternum. This was called to the doctor’s attention

but he said it was coincidental and might have been

due to the injury. After prolonged bedrest the

patient was put on a program of restricted living,

was not to climb stairs, was to walk slowly at all

times, and use nitroglycerin whenever he had the

pain. He used the nitroglycerin, but it never relieved

the pain. He found that pain would be precipitated

in this area by physical exertion such as working in

the yard, reaching for things or driving while hold-

ing his arms in one position a long time. The pain

was never substernal, never radiated down his

arms, and was more of a soreness and an ache.

However, he lived under the fear of another coro-

nary thrombosis until reporting for a pre-employ-

ment examination. After a complete history was

taken and a complete physical examination made,

it was discovered that he had an old fracture of

the 9th rib in the area of the xiphoid and also a

fractured cartilage of the xiphoid. Marked tender-

ness on pressure on the xiphoid reproduced the

described pain. Electrocardiogram and step test

were completely normal, and since that time the

patient has been able to live a perfectly normal life,

still having aching in the xiphoid, but having a com-

plete change or turning point in his existence from

believing that he had severe, progressive, coronary

arterv disease with angina, to the knowledge that

he had an injury to his sternum. His physician paid

no attention to his accident story. Remember that

“all that squeezes is not angina.”

I have been privileged, in the past two years, to

participate in two national conferences and one

panel on the relationship of heart disease to injury,

stress and occupation. The general belief was that

the cause of heart disease is not hard work, over-

RHODE ISLAND MEDICAL JOURNAL
exercise, or occupational stress and strain, but

sedentary activities and poor health habits.

There is good reason to believe that activity does

no harm to the patient with valvular heart disease

as long as symptoms do not result, nor does it hasten

the onset of ultimate heart failure. Stress or trauma
is not likely to hasten trouble unless disease and
stress are of a considerable magnitude. Recentlv,

I saw a forty-nine-year-old patient who has had
mitral stenosis since the age of twelve years and
who has been a professional football player, profes-

sional baseball player, merchant marine, and pres-

ently an active longshoreman
;
he has never exhib-

ited any cardiovascular symptoms or cardiomegalv,

nor will he slow down his activities. There is a man
in our cardiac outpatient department with free

aortic regurgitation and mitral stenosis and insuf-

ficiency (B. P. 300/10) and a huge heart who states

that he felt perfectly well until he followed our

advice about work. Plis occupation for years has

been that of an outside painter. This job involved

hauling himself up 60 feet or more on scaffolding,

and at night he engaged in athletic pursuits. At our

suggestion, he obtained work involving less phys-

ical effort and stated that he felt miserable. As a

result he has returned to his previous work. How-
ever. not long ago, I saw a forty-four-year-old fire-

man who had asymptomatic mitral stenosis until an

episode of severe smoke inhalation with loss of con-

sciousness. He immediately developed auricular

flutter and fibrillation plus intractable heart failure.

Certainly, this is an example of aggravation of a

pre-existing disease.

Hypertensive heart disease is not caused by

trauma and strain. If the hypertensive cardiovas-

cular disease is far advanced, then it is conceivable

that severe physical strain or emotional stress might

precipitate unfortunate consequences. We have ad-

mitted one lady innumerable times for heart failure

precipitated by family altercations, friends discuss-

ing her health or other emotional problems but

never, as yet, precipitated by physical activity. I

recall one male with advanced hypertensive heart

disease who developed severe tachycardia and heart

failure within minutes after a sedation test was

instituted without proper explanation of the reasons

for bed boards, application of posey belt, and shut-

ting him in a dark room. It was my belief that fright

was the precipitating cause. Coincidentally, another

patient with hypertensive heart disease was given

5 cc. of epinephrine (1 : 1 000 ) by mistake and de-

veloped severe tachycardia and congestive heart

failure. Endogenous and exogenous adrenalin

seemed to have accomplished similar effects.

It is most important to know whether the history

is reliable. I have had recent experience in court

with an individual who died two years following

a myocardial infarction that his lawyer alleges was
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due to his occupation. The medical history and the

, medicolegal history showed many differences.

Traumatic Heart Disease

There has been considerable interest shown in

the question of the causal relation of trauma to

I acute heart involvement or to the aggravation of

pre-existing heart disease. Mechanical violence may
injure the heart by its direct and immediate effects.

However, as has been pointed out, coronary throm-

bosis is rarely the direct result of trauma. Moritz3

classified the various types of injury of the heart

from direct trauma as
: ( 1 ) Commotion where there

may be immediate fatal or non- fatal disturbances

of cardiac rate and rhythm. (2) Contusion in which

the myocardium is bruised. This is not necessarily

fatal nor yet necessarily symptomatic. It is an all

or none phenomenon, as is commotion, in that func-

tional disturbances are immediately fatal or tran-

sient and inconsequential. Usually one sees QRS
changes and T-wave inversions on the electro-

cardiogram which are transient. (3 ) Laceration in

which the heart is lacerated by explosive effects of

a blunt impact and is usually fatal or direct lacera-

tion by penetration of bullet, knife, or fractured rib.

(4) Valvular avulsion wherein sudden rapid dis-

placement of blood due to blunt or crushing injury

lacerates the heart valves. Usually the aortic or

mitral valves are involved and sudden death is the

rule. However, there may be progressive cardiac

dilation and failure. (5) Coronary artery contusion

wherein a superficial segment is bruised and throm-

bosis results, with angina pectoris or myocardial

infarction. This is very rare such as in the effects

of a spent bullet. Another type of traumatic heart

disease that one of my colleagues4 has noted is

strangulation of the myocardium through a rup-

tured pericardium. In one of his recent cases this

strangulation resulted in occlusion of the coronary

vessels, with death in a possibly curable surgical

condition.

One of my first experiences with traumatic heart

disease was with a thirty-five-year-old male who
was struck on the left chest by a heavy crate of

fruit which caused transient syncope. The next

morning chest pain and pressure in the mid-chest

area developed, but lessened with time. Three days

later the chest symptoms were so severe as to cause

his admission to a hospital. Electrocardiograms re-

vealed evidence of a myocardial infarction. Follow-

ing this he developed angina pectoris on even mini-

mal exertion and was unable to do manual labor.

An ill-advised Master’s step test done about a year

later by an insurance physician who believed the

patient was malingering, was associated with an-

gina and death within 24 hours. It is important to

note that although the patient considered himself

to he previously healthy, exudates and grade II

sclerosis were noted in his retinae. In addition, his

family history was poor, both parents dying of

heart disease at forty-two years of age, one brother

at thirty-five years of age, of coronary thrombosis,

and two sisters at age forty, of unknown causes.

Certainly, this was compensable heart disease, hut

undoubtedly was due to trauma in relation to pre-

vious undiagnosed, symptomless, arteriosclerotic

heart disease. One other case referred to me as

heart disease due to chest trauma was only sinus

arrhythmia which had been present for years.

Traumatic rupture or dissection of the aorta may
occur especially in steering wheel injuries. These
are usually fatal, but we have observed one young
man who survived traumatic aortic dissection after

an automobile accident.

One of the most unusual compensable types of

heart disease was sent to us for evaluation in 1948.

The patient was a forty-three-year-old male who
had been shot in the right lower neck area some 14

years previously, while he was firing on strike-

breakers in a coal mine area. There was sudden
development of a fluctuating mass in the right side

of his neck. Following healing without medical care

the patient noted a constant buzzing noise in his

right ear. Seven years after the injury exertional

dyspnea was noted. Eventually, the dyspnea in-

creased and ankle edema developed. He was re-

ferred as a compensation case. Clinical examination

and studies revealed the presence of a vascular

aneurysm, probably associated with an arterio-

venous fistula in the region of the right supracla-

vicular fossa. Secondary to this traumatic anomaly
the patient had developed hypertension with even-

tual congestive heart failure.

Recently, I have observed a traumatic aneurysm
of the subclavian artery which developed over a

period of months following an auto accident asso-

ciated with chest trauma. His operative course was
stormy, with massive pericardial effusion, hut he

eventually made an excellent recovery.

It is well to remember that skeletal injuries such

as strenomanubrial separation, cervical subluxa-

tion, and cervicodorsal radiculitis may simulate

coronary artery disease in symptomatology. Re-

cently, I consulted on a fifty-four-year-old male

because of alleged angina pectoris, following a

steering wheel injury. There were frequent epi-

sodes of left upper anterior chest pain with arm
radiation which came on at rest or with exertion,

and often awakened the patient from sleep. Elec-

trocardiograms, single and double Master’s step

tests were all normal. Cervical spine X rays re-

vealed subluxation of a cervical vertebra. Appro-
priate traction therapy and use of a Thomas collar

relieved all the patient’s so-called heart symptoms.

He discarded his nitroglycerin with great pleasure.

In medicolegal problems of traumatic heart dis-

continued on next page
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ease one is usually dealing with the possibility or

probability of causal relationship of the injury to

coronary insufficiency. It is well to remember that

other bodily injuries, in the presence of coronary

atherosclerosis, may elicit circumstances that have

cardiac effects. The proof of cardiac injury depends

on findings of structural damage, changes of heart

size, abnormal heart sounds and electrocardio-

graphic abnormalities not previously present or

presumed to have developed acutely or nearly so

in a supposed healthy, young individual. 1 There

may be inaccurate or exaggerated statements by

some claimants in view of the financial implications,

so the history must be carefully checked, and the

diagnosis based mainly on objective findings and

laboratory data.

Stress and Strain in Heart Disease

There is probably a small number of cases where

factors of effort or strain, either of physical or

emotional type, can cause an additional burden in

persons whose coronary arteries are narrowed by

coronary atherosclerosis. It is very doubtful that

stress or strain alone ever produces coronary

thrombosis in normal arteries. Certainly, the more

diseased a heart is, the more easily it may be dam-

aged by stress or strain. Moritz3 has emphasized

that an episode of stress may precipitate acute coro-

nary insufficiency in a person with atherosclerotic

heart disease. However, frequently it is impossible

to evaluate the significance of the particular epi-

sode of stress or injury that the disabled person

stipulated as the precipitating cause of his disability.

If the stress is clearly severe and the onset of heart

failure immediate, the probability of a causal rela-

tionship can scarcely be denied. Any appraisal of

causal relationship presents a difficult problem and

each case must have individual consideration with

thorough review of all findings. One must consider

how much of the damage was due to the progres-

sive, chronic process and what is possibly added

damage or disability due to stress or strain. It is

well to remember that all persons who have coro-

nary atherosclerosis have a potential liability to

coronary obstruction by thrombosis at any moment.

In addition, these individuals may suddenly die of

physiologic disturbances of rhythm. The patient is

dealing with a progressive pathological process

which ordinarily pursues its natural course of

obstruction or narrowing without any relation to

external influences such as stress, strain, or trauma.

Coronary thrombosis occurs in the absence of

stress or strain, and usually at rest or during ordi-

narv activities, frequently at night and often in the

early morning hours when the blood pressure is

low and coronary blood flow is diminishing. Yater5

and others noted that 89% of thrombi in young

patients who were in bed at the time of coronary
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thrombosis were fresh, as compared with 73% of

those in patients engaged in mild or moderate

activity and 63% of those engaged in strenuous

activity. These authors concluded that rest is more
favorable for the formation of thrombi than activity

and that death is more likely to occur when a pa- a

tient, with a fresh thrombus, is at rest than when
he is active. The state of the circulation during sleep

is more favorable to thrombosis in a sclerotic arterv,

but it is not as conducive to acute coronary insuf-

ficiency as activity when the thrombus is old. It

takes time for occlusion to occur and when final

obstruction occurs during the course of work, it

doesn’t necessarily mean that work brought it on.

It was pointed out that each case must be given

individual consideration. I have already mentioned

the young man who died following an ill-advised

step test. A most interesting comparison is noted

in a personally observed case in which a forty-four-

year-old executive with a fresh acute myocardial

infarction was by mistake subjected to a Master's

two-step test. The circumstances were that he had

canceled a previous appointment for an exercise

test several months previously, when his electro-

cardiogram was normal, but did appear at a lab-

oratory and demand the test later without mention-

ing the presence of severe chest oppression for

several preceding hours. An unwilling technician

performed the test which happily and remarkably

was without incident. As noted the control tracing

showed an acute inferior myocardial infarction with

a pulse rate of 120. After the single Master exer-

cise tolerance test (22 trips in 90 seconds) the rate

was essentially unchanged. A control rate of 120

ordinarily suffices to produce a positive test even

in normals. The absence of any significant change

except for slightly increased S-T elevation in lead

3 at one minute and at 5 minutes after exercise in

these tracings is therefore even more remarkable.

A hospital tracing an hour later showed no change.

Here is an example where an accepted exercise

test for myocardial insufficiency was nearly nor-

mal even in the presence of an acute myocardial

infarction.

Sprague0 has noted that emotional stress, pro-

posed as an agent in the cause of atherosclerosis,

is an easy way out because it almost precludes sci-

entific investigation. He points out that no one can

measure emotional stress, since it has no meaning

except in relation to him who is stressed. Further-

more, it creates the belief that emotional stress is

a bad thing. Therefore, not only are pain, anxiety,

grief, fear, anger, and frustration undesirable, but

so also must be joy, pride, success, striving, and

love. The danger of attributing cardiovascular dis-

ease to emotional tension is that it makes everyone

fearful lest lie find himself in a situation of anxiety,

and it fosters belief that struggle and achievement
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are lethal, whereas they are probably healthy. It

plays into the hands of those who would have us

j

believe that work causes heart disease, which is

1 not so.

To establish a causal relationship between stress

I

and heart disease there must be an honest and re-

liable history. The cardiovascular symptoms should

J

accompany or immediately follow an event or

|

events to which heart injury is ascribed. Other-

|

wise there should be a gradual and continuous de-

j

velopment of cardiac signs and symptoms during

a reasonably short period.

On May 8. 1958 the Massachusetts Supreme

!

Court decided that a city employee was entitled to

benefits because he died of a heart attack after

being chastised by his foreman. His widow was
awarded $15,000 plus a $3400 pension for life.

This decision set a precedent, since it brought heart

attacks of this sort within the category of injuries.

I hesitate to think what effect this will have on

industry’s attitude toward the cardiac worker.

I have observed a most interesting and frighten-

ing phenomenon of the effects of induced severe

stress in a twentv-two-year-old male with a pheo-

chromocytoma. A histamine test was done when
the control arterial pressure was about 240/140

mm. Hg. There was an immediate fall in both sys-

tolic and diastolic pressures followed by a rise to

extreme levels accompanied by alarming symptoms
of pain. In spite of immediate relief of his violent

hypertension by use of dihydroergokrvptine, this

young boy had suffered an acute posterior myo-
cardial infarction. Happily, he made an excellent

recovery and the removal of an adrenal tumor was

without incident.

Emotional stress is an individual interpretation.

Several personally observed examples of this are

most interesting. A fifty-three-year-old research

worker had incurred three myocardial infarctions

(1945, 1950, and 1955) but worked to full extent

without cardiac symptoms. Several months ago he

incurred severe second and third degree burns of

both hands by accidentally touching a 10,000 volt

circuit. He walked to the company medical depart-

ment for treatment. During the episode and subse-

quently, he suffered no symptoms or signs of coro-

nary insufficiency. However, a sixty-four-year-old

machinist who had suffered one myocardial infarc-

tion six years previously and who as a child always

fainted at the sight of blood, one day recently col-

lapsed and was pulseless when he suddenly ob-

served minor bleeding from his finger. On recov-

ery, auricular fibrillation was evident. His emotional

response to personal injury apparently set up com-
motion in a diseased heart. I have also observed a

fifty-three-year-old worker who had had angina

pectoris for 11 years but had had no evidence of

coronary insufficiency from two separate accidents.

one in which an oil drum fell from a height to

injure his legs and the other after a fall from a

twelve-foot height. Another example of the effects

of emotion was illustrated by a patient who had

incurred four myocardial infarctions and was sub-

jected to emergency cholecystectomy. The post-

operative course was without incident until one

week later when severe angina developed follow-

ing a visit of the president of the corporation in

which the patient was only a worker.

Several examples of the cardiovascular effects

of physical stress that I have noted in my personal

experience are of interest.

A fifty-three-year-old executive who had myo-
cardial damage by electrocardiogram, was running

full speed to catch a departing train. He suddenly

collapsed and died of an acute coronary thrombosis.

In another case a sixty-one-year-old worker was
admitted to the hospital with a history of fever,

dyspnea, low back pain, and abdominal distention

of eight days’ duration. One month previously,

while lifting a heavy piano, he developed severe

low back pain. After several days bedrest at home,
he was admitted to a small hospital. However, in

view of his puzzling diagnosis he was transferred

to the Massachusetts Memorial Hospitals for fur-

ther evaluation. Studies showed temperature 104°,

pulse 140, blood pressure 110/70. He was dyspneic,

cyanotic, and showed marked abdominal distention.

The peripheral pulses were normal. Marked anemia

(hemoglobin 8.1 gms.% ) was present. A diagnosis

of dissecting aortic aneurysm with rupture into

the retroperitoneal area was confirmed by opera-

tion. Operative cure was not feasible and death

occurred.

Another example of the effects of emotional

stress was illustrated by my finding a classical pic-

ture of a posterior myocardial infarction on a rou-

tine electrocardiographic examination. The patient,

after much probing, remembered that a year pre-

viously, he had become very upset at a directors’

meeting in another city and developed a severe feel-

ing of chest oppression that necessitated his staying

up in a chair all night. However, since he was busy,

he never took time off for a medical check-up until

a year later.

In a study of 202 employees with cardiovascular

disease at the Gillette Company in Boston we were
able to demonstrate that under proper job place-

ment and satisfactory mental and emotional states,

cardiacs in industry exhibited a good report in so

far as work efficiency, absenteeism, accidents and

need for special considerations were concerned.

Working capacity evaluation of the cardiac worker

must rest on careful clinical judgment of the phys-

ical and mental capabilities of the employee in rela-

tion to the requirements of the job to which he is

to be assigned or re-assigned. About 8% of the
continued on next page
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2,600 workers examined had evidence of cardio-

vascular disease. Cardiovascular disease was not

considered as a deterrent to advancement in posi-

tion. On the whole, the cardiacs studied had not

presented a safety hazard, had not shown unusual

absenteeism, had produced at a profit, and had

shown no objective evidence of deterioration or

aggravation of their disease because of their occu-

pations.

There have been no cardiac compensation claims

for death or disability in the six-year period of this

study.

Report on 56 Cases

In a study of 56 cases of coronary artery disease

in this group, we noted that 10 employees had in-

curred more than one mvocardial infarction.

Age at Time
30-40 years

40-50 years

50 - 60 years

60 - 65 years

Myocardial
Infarction

3(1 dead

)

11(1 dead)

27 ( 1 dead)

6 (2 dead)

Angina Pectoris

Only
1

2(1 dead)

4

More than one myocardial infarction

Two episodes—5 cases (1 dead)

Three episodes—2 cases

Four episodes—2 cases (dead)

Five episodes— 1 case (dead)

Years worked since

first myocardial infarction

Less than one year—2 cases

One year—6 cases (2 dead)

Two years—7 cases

Three years—7 cases

Four years—5 cases

Five years—3 cases

Six years—7 cases

Eight years—6 cases

Nine years— 1 case

Ten years—2 cases

Fifteen years— 1 (dead)

Forty-four workers have contributed 224 years of

employment since having mvocardial infarction.

About 50% of these workers have worked three

years or more and 35% have worked at least five

vears since the initial coronary thrombosis.

It was of interest to note that in the 56 cases of

coronary artery disease, the onset of symptoms of

myocardial infarction or severe angina pectoris

occurred in 48 cases while they were sitting at home
or resting in bed. in three cases while performing

ordinary activities at home, and after exertion in

five cases. Of the cases occurring after exertion the

following histories were given :

1. A forty-five-year-old male shoveled snow,

had a huge breakfast including 6 eggs, and

then developed a coronarv thrombosis while

driving to work.

2. A sixtv-three-year-old male developed a coro-

narv thrombosis after shoveling snow follow-
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3. A fifty-one-year-old male carried a heavy can

of oil up some stairs at home and following

this suffered a coronary thrombosis.

4. A fifty-four-year-old male ran at full speed to

catch a moving train and died immediately.

5. A sixtv-three-vear-old male walked rapidly

for a long distance and then noted severe

angina pectoris for the first time.

It was of interest to note that most of the coro-

nary disease workers had less angina at work than

at home. Furthermore, when angina did occur at

work it was usually in the first two hours. This mav
represent failure of adaptation from home to occu-

pational environment. Metabolic work of the heart

can be influenced by such factors.

Workmen’s Compensation

W orkmen’s Compensation is rapidlv evolving to

a point where it is almost a sickness and health in-

surance for degenerative diseases. It is going far

afield from the original intent of the act—care of

the worker injured on the job. As Clark 8 and others

have so concisely stated the problem : “The concept

of ‘injury’ has changed over the years. Now, in-

deed, employment of itself appears to constitute an

injury. Giving a man a job seems to be the equiva-

lent of doing him. physically, a disservice.” Unem-
ployment is certainly far worse for the heart, dis-

eased or not. than a daily job that is within the

mental and physical capabilities of the worker. Over
one half of all males in the United States from the

age of 45 to 50 are believed to show the presence of

coronary artery disease. It is then, at present at least,

an inevitable feature of life, against which we have

no protection except perhaps exercise and. perhaps,

diet. However, in the courtroom decisions are fre-

quently made without post-mortem examination or

presumptive knowledge of pathologic occurrences.

Conclusions are drawn by a lay board on medical

advice that may or may not be accurate. Changing

and confusing decisions are evident, all leading

clearly to the assumption that work is to blame

when there is any association. This essentially often

removes the subject from medical judgment.

The latest report on the extent of compensation

claims for heart disease in Massachusetts has been

kindly provided by the Massachusetts W orkmen's

Compensation Rating and Inspection Bureau.

We observe a steady increase, absolute and rela-

tive, in death claims from heart disease between

1948 and 1952, except for the 1949 decline and a

slight decline in 1954. The total payments for heart

cases, including disability, seem to show a steady

rise until 1954 when there was a mild decline.

Statistics from 1954 to the present are not yet

available.
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ANALYSIS OF DEATH AND PERMANENT TOTAL CASE REPORTS OF MASSACHUSETTS

Policy Year Kind
%of

Heart Cases

1948 Death 24.3%

P.T. 3.2%

1949 Death 19.7%

P.T. 3.4%

1950 Death 25.4%

P.T. 4.1%

1951 Death 28.8%
P.T. 3.3%

1952 Death 36.9%
P.T. 5.0%

1953 Death 43.9%
P.T. 8.7%

1954 Death 39.1%
P.T. 4.8%

One can reasonably expect many more compen-

sation claims for cardiac disease in view of the new
law expected to be passed. It states as follows

:

“Notwithstanding the provisions of any general or

special law to the contrary affecting the non-con-

tributory or contributory system, any condition of

impairment of health caused by hypertension or

heart disease resulting in total or partial disability

to any employee of the Commonwealth of Massa-

chusetts or its political subdivisions, shall he pre-

sumed to have been suffered in line of duty, unless

the contrary be shown by competent evidence.” The
original law passed in 1951 concerning policemen

and firemen provided a marked increase in compen-

sation claims so one would expect an even greater

increase following passage of this law.

General Conclusions

In concluding, one may sav that in order to

understand the problems involved in compensation

heart cases there must be a clarification of the basic

factors underlying heart disease. As noted, there

are two schools of thought concerning the question

of causal relationship between effort or strain and
subsequent heart disability. Most of the cases con-

troverted involve degenerative heart disease. Be-

cause of inconsistencies and divergence of medico-

legal opinion a questionnaire to canvass the view of

398 internists and/or cardiologists was recently

prepared by New York State authorities.9 The
following conclusions were reached

:

1. Work does not produce heart disease. ( 93.9%
against 1.5%)

2. Coronary atherosclerosis or some other form
of coronary disease must have pre-existed in

an individual who suffers a coronary occlu-

sion and myocardial infarction. (93.4%
against 6.3%)

Incurred Losses

Indemnity and Medical Combined

Number of % of Total Payments
Heart Cases Payments Heart Cases

45 17.2% $251,646

2 3.8% 61,596

38 16.5% 269,557

2 1.3% 23,389

53 16.9% 374,669

3 4.2% 119,015

68 21.1% 541,178

2 2.7% 54,604

87 24.2% 688,953

1 3.9% 22,862

108 35.5% 1,043,381

2 3.3% 24,160

91 29.2% 909,682

1 2.9% 30,068

3. Performance of the same type of moderately

heavy work without engaging in unusual exer-

tion or strain has no injurious effect upon the

heart. A myocardial infarction occurring dur-

ing such work is not causally related to the

employment. (88.6% against 7.1% )

4. Subsequent attacks of myocardial infarction

are not causally related to the first attack, but

to the underlying pathology of the coronary

vessels in the heart. (82.9% against 12.9% )

5. Opinion on the effect of strenuous physical

exertion or emotional disturbance upon the

heart was divided. 46.6% considered that

there was a causal relationship between stren-

uous work and an ensuing myocardial infarc-

tion
; 49.5% did not. The general opinion was

that the emotional factor plays a more im-

portant role in bringing on such an attack than

the physical.

6. Opinion was divided on whether a person has

a permanent partial disability after be has

recovered from his myocardial infarction and

returned to work and is asymptomatic. 45.8%
felt that there was a disability and 47.9% that

there was not.

Finally, I have attempted to discuss some of the

problems involved in determining when heart dis-

ease should be compensable. Certainly where causal

relationship is a “probability” and not “possibility”

then just compensation should be rendered. How-
ever, if interpretations are too liberal and lay

authorities too sympathetic a number of problems

occur. These include prolongation of disability,

increased industrial prejudice against hiring the

cardiac worker, failure of cardiac rehabilitative

programs, and eventually a disservice to the com-

munity at large.

concluded on page 489
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PRIMARY VARICELLA PNEUMONIA

A Report of Tivo Cases
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U ntil recent years, varicella has been consid-

ered a mild disease, commonly affecting chil-

dren. occurring less often in adults and invariably

pursuing a relatively benign course to complete

recovery. However, it has been increasingly recog-

nized during the past few years that the disease

may take a more serious course, particularly in

adults, and that in the latter, the risk of developing

primary varicella pneumonia is a definite hazard.

Case 1

A thirty-six-year-old housewife was admitted to

the Newport hospital on April 6. 1958. Five days

prior to admission she had experienced the onset of

chills and fever. Two days before admission she de-

veloped the typical vesicular lesions of varicella.

For twenty-four hours before admission she had

had cough with dyspnea, tachypnea and blood-

stained sputum.

Her young son was recovering from an uncom-

plicated attack of chickenpox.

Physical Examination. This revealed a well-

nourished white female in moderate respiratory

distress. There were typical varicelliform lesions in

various stages of development on the trunk, arms,

face, neck and soft palate. In addition, there were

signs of bilateral bronchopneumonia. The temper-

ature was 103 degrees f.. pulse rate 100 per minute

and respirations 30 to 40 per minute. The rest of

the physical examination was essentially normal.

Investigations. Hemoglobin, 16 Gin. per cent, red

blood cells 5.4 millions per cubic millimeter, color

index 0.96., hematocrit 42 per cent, white cell count

7,100 per cubic millimeter with 63 per cent neutro-

phils and 37 per cent lymphocytes. Serum tran-

saminase 1 1 units. Culture of the sputum revealed

only commensals. The blood sedimentation rate

was 20 millimeters in one hour. Urinalysis was

essentially normal. X ray of the chest showed ex-

tensive patchy, hazy mottling throughout both lung

fields. An electrocardiogram was normal.

Clinical course. The patient was treated svmp-
tomaticallv. Antibiotics were withheld. Within
forty-eight hours the pyrexia had settled from 103

degrees to 98.4 degrees, where it remained until her

discharge from hospital. Her chest X ray showed
50 per cent clearing during this same forty-eight

hours. The white cell count and sedimentation rate

showed a slight elevation during the first few days

in hospital and this elevation persisted until her

discharge. Throughout her stay in hospital she

made a steady clinical improvement and on the

tenth day after admission her chest was free of

physical signs and showed 90 per cent clearing on
X ray.

The patient was discharged on the eleventh day
and has remained well.

Comment
This case illustrates the typical features of pri-

mary varicella pneumonia in a young woman, with

rapid initial recovery and a favorable outcome.

Case 2

A thirty-four-year-old white male was admitted

to Newport Hospital on December 21, 1948, with

chills, dyspnea and tachypnea which began twenty-

four hours previously, and had persisted up to the

time of admission. Two days prior to this he had
developed a typical varicelliform rash. He had been

in contact with a child in the household who was
recovering from chickenpox.

Physical Examination. This revealed a very dis-

tressed white male who was cyanotic and dyspneic.

The temperature was 105 degrees f., pulse rate 1 15

per minute and respirations 40 per minute. He
showed varicelliform skin lesions in various stages

of development and there were signs of bilateral

bronchopneumonia. The rest of the physical exam-
ination was essentially normal.

Investigations. Hemoglobin 16.2 M. per cent,

color index 1.0, red blood cells 5.2 millions per cubic

millimeter, white blood cells 12,450 per cubic milli-

meter with 76 per cent neutrophils and 24 per cent

lymphocytes. Urinalysis showed 1 plus albumen,

but was otherwise normal. The patient was ex-

tremely distressed and no X rav of the chest was

taken on the day of admission.
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Clinical Course. The pyrexia persisted
;
he was

placed in an oxygen tent
;
two units of plasma were

administered and he was put on penicillin therapy.

He steadily deteriorated and died only twenty

hours after admission. Permission for autopsy was

refused.

Comment
This patient had the same manifestations of pri-

mary varicella pneumonia as Case 1, but in contrast,

his illness pursued a fulminating course with a fatal

outcome in the first forty-eight hours.

Discussion

Few textbooks of medicine mention primary

varicella pneumonia as an entity, and it was not

until 1942 that Waring1 reported the first case in

the American literature. By 1955 there were still

only fifteen cases in the literature when Hampton2

reported another case. Weinstein and Meade3 in

1956, reported five cases which they had seen and

treated in one year and stressed the occurrence of

the condition almost exclusively in adults. A review

of the literature revealed that respiratory compli-

cations were common in chickenpox, but they had

previously been attributed to secondary bacterial

invasion. More recently Krugman et al.
4 reviewed

118 cases of varicella admitted to their unit, of

whom 30 were adults. Ten of these developed the

typical manifestations of primary varicella pneu-

monia. They point out that varicella resembles

other virus diseases, notably infectious hepatitis,

poliomyelitis, mumps and rubella, in following a

more severe course in adults than in children,

although Haggerty and Eley5 have reported severe

forms of chickenpox in children who have been on

steroid therapy.

Clinical Features

The disease has been reported in adults between

the ages of nineteen and seventy-one. The charac-

teristic varicelliform eruption is followed in from

two to seven days by cough, fever, chest pain,

dyspnea, tachypnea, cyanosis and occasionally

hemoptysis.

Examination reveals bilateral bronchopneumo-

nia. The white blood count may be elevated or nor-

mal. Serological studies for influenza, streptococ-

cus M.G. and cold agglutinins are negative and

sputum culture shows only commensals. The radio-

logical appearance is highly characteristic, with

diffuse nodular infiltrates in both lung fields.

The clinical course ranges from the relatively

benign, with complete clinical and radiological reso-

lution in a week, to the rapidly fulminating and

fatal case. Both types are illustrated in the two
patients described.

SUMMARY
Two cases of primary varicella pneumonia are

described.

The essential clinical features of the condition

are described.

The literature is briefly reviewed in order to em-
phasize the increasing frequency of primary vari-

cella pneumonia as an important complication of

simple varicella.

We are indebted to Doctor Norbert U. Zielinski

for permission to include Case 2.
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Cardiac Problem

Be at Newport

Wednesday, October 8

See program, page 462
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BLACK CANCEROUS AND NONCANCEROUS
LESIONS OF THE SKIN

Malcolm A. Winkler, m.d.

The Author. Malcolm A. Winkler, M.D., of Provi-

dence, Rhode Island. Diplomatc of the American Board

of Dermatology and Syphilology ; Fclloiv of the Amer-

ican Academy of Dermatology and Syphilology. Mem-
ber of the Dermatological Staffs of St. Joseph’s.

Miriam, Rhode Island, and Charles V. Chapin hos-

pitals.

T he black mole, through spontaniety or trau-

matism. is transformable into one of the most

dreaded neoplasms, the malignant melanoma, which

metastasizes more rapidly and more frequently than

other malignant growths .

1 Any changes in a mole,

therefore, such as scaling, purulent or sanguineous

discharge, bleeding episodes, ulceration, or pigmen-

tation deepening, and in fact practically any

changes are properly viewed with alarm. However,

there are other tumors, although black in color and

otherwise clinically resembling moles and malig-

nant melanomas, which prove on histological exam-

ination to be tumors of an entirely different type.

Tbe more common lesions will be described

briefly.

Senile Keratosis

Encountered in areas exposed to direct or in-

direct solar radiation, such as the hands and face,

especially where the skin shows microscopic or

macroscopic evidence of senile degeneration .

2 The

lesion is usually irregular in contour, with firmly

adherent scales of various colors—usually dull red

but occasionally black. Early lesions are level with

the skin, while mature ones are more infiltrated and

elevated, the latter indicating possible malignant

change to squamous cell carcinoma. In addition, a

necrotic ulcerated surface of a squamous cell car-

cinoma will reveal reddish-orange fluorescence

under the Wood light .

3

Histologically the squamous cells show anaplastic

tendencies, namely, variation in size and shape, ab-

sence of prickles, individual dyskeratosis, and pres-

ence of mitotic figures, all as seen in squamous cell

carcinoma grade I but to a lesser degree. In black

lesions there is increased melanin in basal cells .

4

Treatment—excellent results are obtained with

X ray. radium, excision, and fulguration, the latter

being tbe treatment of choice.

Seborrheic Keratosis

In contrast to senile keratosis, these have predi-

lection for the trunk, are characteristically multiple

and display little or no capacity for malignant de-

generation. The smooth velvety surface often pres-

ent in early lesions may become waxy and verruci-

form, in which stage it may persist indefinitely

without change or even undergo temporary or per-

manent regression. Commonly various shades of

brown, it may occasionally be black.

Histologically there is epithelial hyperplasia with

interweaving tracts of basal cells surrounding

islands of connective tissue. The black lesions have

increased melanin in the basal cells .

4

Treatment—superficial fulguration gives excel-

lent cosmetic results.

Granuloma Pyogenicum

These hemispheric tumors, sequelae of trauma

and infection, possess exuberant granulation tissue,

marked vascularity, and tendency to rapid growth.

When, in addition, black bloody crusts form, they

may closely simulate a malignant melanoma .

3

Histologicallv one finds numerous capillaries im-

bedded in edematous connective tissue with a sec-

ondare inflammatory reaction, the latter being

absent in early lesions.

Treatment— fulguration is the treatment of

choice, even though there may be several recur-

rences.

Basal Cell Epithelioma

Although a comparatively benign variety of car-

cinoma of skin with little tendency to metastasize,

it may nevertheless produce extensive ulceration

and disfiguration. Commonly, the telangiectatic

surfaced nodule undergoes central ulceration and

simultaneous peripheral extension by formation of

pearly, rounded satellite lesions. Preceding ulcera-

tion, many basal cell epitheliomas are slightly

darker than the skin, but occasionally may be black.

Histologically, the masses of basal cells show

deeply basophilic nuclei, little protoplasm, and loss

of intercellular bridges. Black lesions show in-

creased melanin in the basal cells .'
1

Treatment—excellent results are obtained with

X ray, radium, excision, fulguration either alone
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Figures 1 and 2: Senile Keratosis. Figures 3 and 4: Seborrheic Keratosis

Figure 5: Granuloma Pyogenicum. Figures 6 and 7: Junction Nevus. Figure 8: Basal Cell Epithelioma

Figure 9: Tieche Nevus. Figures 10, 11, 12: Malignant Melanoma

or in various combinations, but tbe treatment must

be individualized.

Black Moles

These congenital tumors often appear as non-

elevated lesions in the first year of life, but at

puberty may begin to project from tbe cutaneous

surface. In general they may be smooth, corru-

gated or multilobulated, soft or hard, with varying

degrees of blackness.

Histologically, they belong to tbe group labeled

junction (active) nevi where many of the nevus
cells are at the dermal-epidermal junction in con-

tradistinction to the intradermal (resting) nevi

where many of cells are in dermis. The large

amounts of pigment are found in basal cells, chro-

matophores, and the nevus cells.

Treatment—excision, not necessarily wide, is an

accepted method of treatment."

Malignant Moles

Some of the clinical aspects of a mole showing

possible malignancy were described in the first par-

agraph. Lever states that histologically the absolute

criteria of malignancy are ( 1 ) invasions of tumor
cells into upper layer of epidermis, (2) presence of

ulceration, (3) presence of mitotic figures, and (4 )

presence of inflammatory infiltrate. 8

Treatment of malignant melanoma is outside the

scope of this paper.

In addition, other lesions may clinically simulate

a black mole such as sebaceous cyst, steatoma. hem-
orrhagic epidermic vesicle, traumatic tattoo, ver-

rucca vulgaris, nevus verrucosus, some tieche nevi.

and a strangulated skin tag.

concluded on page 500
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SOME RHODE ISLAND PIONEERS IN CANCER SURGERY *

Seebert J. Goldowsky, m.d.

The Author. Seebert J. Goldowsky, M.D., of Provi-

dence, Rhode Island, Surgeon, Miriam Hospital;

Assistant Surgeon, Rhode Island Hospital.

O ne might be tempted to romance about the

early days of cancer treatment, visioning per-

haps a country doctor in a lonely farmhouse oper-

ating by the wintry light of a kitchen window or the

uncertain glow of a whale-oil lamp. Yet there is no

need to speculate. If many an exploit is shrouded in

the mists of historical anonymity, others are boldly

inscribed upon the record.

FIGURE I

Usher Parsons, M.D., 1788-1868

*Read before the New England Cancer Society, at the

Rhode Island Hospital. Providence, Rhode Island. April

26, 1958.

Dr. Usher Parsons, eminent surgeon of Provi-

dence. often pointed out the house in the town of

Smithfield, Rhode Island, where in 1823 he first

successfully performed herniotomy for strangula-

tion. The time is pertinent, if not the place, for it

was in that year that he first resected the breast for

cancer.

Parsons, renowned in history as the only surgeon

at the Battle of Lake Erie, was a founder of Rhode
Island Hospital and the last professor of surgery

and anatomy in the medical school at Brown Uni-

versity, which, if you do not know, existed between

1811 and 1828. He was the brother-in-law and con-

fidant of Oliver Wendell Holmes. In his own day

his contributions to the medical literature gained

for him a considerable stature among his colleagues.

In 1835 he won the Boylston Prize of Harvard

University for his dissertation titled Cancer of the

Breast. This learned essay warrants closer scrutiny.

I shall quote some of his observations: “No medi-

cine has been hitherto discovered, either of general

or local application, or both combined, that can dis-

perse a scirrho-cancerous tumor, even in the incip-

ient or scirrhous state. . . He called attention to

the significance of size, fixation, speed of growth

and axillary metastases. “It has become a maxim
with all good surgeons, [he stated] that the longer

extirpation is delayed, other things being equal,

the greater is the liability to a return of the disease.

. . . Extirpation . . . with the knife ... is the chief if

not the only measure that promises to effect a cure.

. . . Fortunately, the operation is not dangerous nor

difficult, and the wound appears to heal kindly, and

it is not one in five hundred die of the operation,

and it is most usual for the wound to wear a healthy

appearance for some time after. But alas ! our

fondly cherished hopes are often cut off by the

recurrence of cancer, either in the cicatrix, or in

some other part of the body, and it is commonly

more rapid in its progress, than it was in the first

instance.’’ Regarding reoperation, or what the late

Doctor Peter Pineo Chase characterized as “whit-

tling.” he observed: “It may be further remarked

that a cancer which has broken out a second or even

a third time may yet be a fit subject for an oper-

ation.”
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BOYLSTON

PRIZE DISSERTATIONS

I INFLAMMATION OF THE PERIOSTEUM
2. ENEURESIS IRRITATA.

3. CUTANEOUS DISEASES.

4 CANCER OF THE BREAST.

ALSO,

REMARKS ON MALARIA.

By USHER PARSONS, M. D.

LATE FROrrSSOR or ANATOMY AlfD SORCERY, BROWN UNIVERSITY; HON-

ORARY MEMBER OF THE MASSACHUSETTS AND SOUTH CAROLINA

EDICAL SOCIETIES, AND PRESIDENT OF THE RHODE-

ISLAND MEDICAL SOCIETY, fcC.

BOSTON:
CHARLES C. LITTLE AND JAMES BROWN.

N.DCOC.XXX1I.

FIGURE II

Title page of the First Edition of the Collected Boylston

Prize Dissertations by Usher Parsons, 1839.

The following conclusions, written in 1835, I

think you will agree are quite valid today

:

“To the patient, then, and to himself, the sur-

geon must hold up the following propositions.

“1. That the extirpation of a scirrhous tumor

whether indolent or painful, large or small,

recent or of long standing, is no positive

security against its reappearance. . . .

“2. That the danger of a return is greatly in-

creased when the disease has been of long

standing, or of rapid progress in its develop-

ment, or if ulcerated, and especially if it has

affected the axillary glands, or adheres to

the subjacent muscles.

“3. That there is but little hope of preventing

a return, by operating after the constitution

exhibits marks of cancerous cachexy.”

In a monograph titled Cancer: A Manual for

Practitioners, published in 1950 by the Massachu-

setts Division of the American Cancer Society and

prepared by distinguished members of this society.

appears the following: “[Billroth’s] assistant, von

Winiwarter, made the first study of end results . . .

in . . . operations for cancer of the breast.” The
study referred to was published in 1878.

Yet some thirty years earlier in 1847, Parsons re-

viewed his own experience covering a period of

twenty-five years, with a complete follow-up of all

cases. This paper, read locally on December 29,

1847, was subsequently published in The Amer-
ican Journal of the Medical Sciences. Among
his sixteen cases there were two long-term cures of

eleven and six years. A third died after five years

of “tubercular consumption” without “re-appear-

ance of cancer,” while a fourth died in three years

of “colic” without evidence of recurrence. In one

case he noted acidly that the tumor had been “cau-

terized by a quack.” In summary he said: “Of the

above 16 cases, the disease reappeared in 9, and

proved fatal within two years after. Two died soon

after of other diseases, and others within five years,

and one other was operated on within a few months,

thus leaving only 4 out of the 16, which can be

pronounced successful, and one of these was but

recently discovered when operated on. It would,

therefore, he near the truth to say that less than one

in four proved successful.” I think you will agree

that his evaluation approaches modern standards of

objectivity. One other point is of interest. In the

last two operations, performed during the year

1847, ether was employed. This was within a year

of its introduction at the Massachusetts General

Hospital. For the others he undoubtedly used the

only anaesthetics at his command : words of en-

couragement and sympathy, fortified by laudanum

and brandy.

In 1851, Doctor Parsons began to agitate for the

establishment of a general hospital in the state,

since none existed here at that time. In this connec-

tion he wrote rather wistfully: “At the present,

many persons afflicted with chronic diseases, and

requiring skillful operations and treatment, go

from our City and State to the well-established hos-

pitals of Boston and New York
;
and many others

would avail themselves of that high privilege, hut

for want of means. . .
.” Neither the opening of

Rhode Island Hospital seventeen years later, nor in

fact a succession of eminent physicians, not the

least of whom was Usher Parsons himself, has

wholly stemmed the pilgrimage to holier shrines.

The ninety-year history of Rhode Island Hos-

pital has been characterized by a sustained interest

in the cancer problem. A few yards from where we
are assembled rises the new George Building, to be

devoted exclusively to the study and treatment of

malignant disease. It will house extensive research

facilities and the most modern equipment for radia-

tion therapy. Yet much has gone before.
continued on next page
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No.

j

Name. a 6'
I

Year.

1. Mrs. Arnold, 46 1823

2. Mrs. Whitman, 40 1S30

3. Mrs. Swift, 54 1830
4. Mrs. A'exander, 42 1834
5. Miss Marsh, 54 1S3G

6. Mrs. Field, 48 1^36
7. Mrs. Ronney, 27 1836
9. Mrs. Wells, 46 1810
9. Miss Paine, 34 1S41

10. M rs. Almv, 38 1M2
11. .Mrs. Needham, 44 1*43

12. Miss Burr, 46 1844

19. Mrs. Mxcomber, 40 1 1«45

11. Mrs. to e. 41 1845
15. Mrs. Folsom, 39 1847

16 . Mrs. Bosworth, 35 1847

EXTIRPATION OK CANCEIIOI S BREASTS.

RrBUFQt'ESIT lllSTOET.

The disease re-appeared in less than one year in the cicatrix, and soon involved the long. She died witbio eighteen

months.
Re-appeared within a year in the axilla, w as extirpated again, and afterward cauterized by a quack. She died of it 10

two years.

She died of colic three years after; no return of cancer.

She died suddenly of pneumonia in about one year
;
cancer had not re-appear*d.

Re-appeared in the cicatrix in six months, and she died within odo year.

Re-appeared in the cicatrix in three months, and she died in six.

It has not re-appeared after a lapse of eleven years.

Re-appeared in six months, and she died within one year.

It has not returned after a lapse of six years.

She died of tubercular consumption, about five years after; no re-appearance of cancer.
Rc-appeared

;
and she died within two years.

Tins was a second operation on the same breast. It was again operated on in one year after ; bat it retarded a third

time and proved fatal.

Re-appeared in one year, and proved fatal.

A portion of the breast had been previously removed. She died within eighteen months.
Has not re-appeared.

Has not re-appeared.

Of the above 16 cases, the disease re-appeared in 9, and proved fatal within two years after. T»o died soon after of other diseases, and others withio
five years; and one other was operated on within a few months past; thus leaving only 4 out of the 16, which can be pronounced successful, and one of
these was hut recently discovered w hen operated on. It would, therefore, he near the truth to say, that less than one in lour proved successful. In a Boyls-
ton Fnze Rssay, published a dozen years since, on Cancerous Breast, I stated as the result of my inquiries, that relapses occurred in this country in at least

two-ihirds of the cases. Judging from my own later experience, I ought to have said, more than three-fourths. I remarked in the above-mentioned essav
that, “ one cannot but feel surprised in reading the difference in the reports, given by surgeons of the first eminence, in respect to the proportion of relapses
that have occurred in their own practice. The elder Monroe said, that of 6ixty persons operated upon for cancer, four only had not relapsed after two years.
Scarpa had only seen three canes, where the extirpation of cancer was not followed by relapse. According to Boyer, four or five only out of nor hundred
were permanently cured by extirpation. Mr. Home describes seventeen cases of extirpated cancerous breast, five only of which proved successful. On the
other hand, Mr. Hill, a surgeon of Dumfries, in Scotland, reports eighty-eight cases of extirpated cancer, six out of seven of which proved successful. Mr.
N'r»oth says that not more than one in thirty of his patients experienced a relapse. Mr. Fearon’s experience is nearly as favourable. Sir Astiey Cooper
estimates the fiilurps of entire cure at three-fourths.”

The above cases had all become painful before the operation, excepting No. 7, but none of them had become open cancers. Thev re-appeared sometimes
m the cicatrix, notwithstanding the utmost care was taken to remove all that was diseased, and even to encroach everywhere upon sound flesh

; at other
times, the disease returned in the axilla, and in the other breast.

The patients all bore the operation well, giving no signs of syncope in a single instance. Secondary hemorrhage, requiring the wound to be opened,
occurred in one case. No. 8. In the last two cases, ether was employed.

FIGURE III

End results in cancer of the breast, Usher Parsons,

A.J.M.Sc., 1848

&

CJ

The history of radiation therapy in this institu-

tion is interesting. The hospital purchased its first

radium late in 1921 and organized its cancer clinic

in the early months of 1923. At first the use of

radium was restricted to a small group consisting

of Doctors James F. Boyd, radiologist. Carl D.

Sawyer, dermatologist, and Herman C. Pitts, gyne-

cologist. all of whom had been sent away to acquire

the necessary training. Later in 1923 Doctor George

W aterman joined the group. A review, published in

1930 by Pitts and W aterman under the title Report

of Results of Radium Treatment of Carcinoma of

Cervix, won for this clinic and the authors an inter-

national reputation. Doctor Edward S. Cameron,

our kindly and cultured colleague, and the late inim-

itable Doctor Peter Pineo Chase, author, editor,

columnist and authority on Doctor Samuel John-

son. both general surgeons, applied radium tech-

niques to other areas.

In actuality this was not the first radium avail-

able in Rhode Island. The late Doctor Isaac Gerber

had for some time kept a personal supply, which he

had used in his private practice and which he gener-

ously made available for hospital patients. Doctor

Gerber, a distinguished gentleman and one of the

leading physicians of his day, was the first trained

X-ray specialist in the state. In October of 1916 a

new Department of the X ray was created at Rhode

Island Hospital, and Doctor Gerber became its first

director. He selected equipment and organized the

department along modern lines. Afflicted in his

early forties by a spinal cord disease, he was forced

at first to use a cane, then crutches, and finally a

wheelchair. During his lifetime (Doctor Gerber

died in 1952 in his sixty-seventh year) he attained

world renown and was honored with membership

in many learned societies in his chosen field, both at

home and abroad. His vast knowledge, fortitude

and innate modesty were known to all.

Doctor Gerber, however, represented not the

genesis of radiology, but the flowering. To discover

the origins we must delve deeper. On Xovember 8.

1895. W ilhelm K. Roentgen, through a happy acci-

dent. discovered the X ray, and shortly thereafter

announced his discovery to a startled world. One

year later on November 11, 1896. the following

notice appeared in the Annual Report of Rhode

Island Hospital: “An apparatus for using the

Roentgen rays in diagnosis lias been installed in the

hospital and electric lights introduced in the oper-

ating and accident rooms.” Apparently at the time

the two events were deemed to be of approximately

equal significance. Some years ago. the late Pro-

fessor Albert D. Mead, then president of Rhode

Island Hospital, wrote this description of the

event : “The first X-ray apparatus in Providence

and probably in the State . . . was set up and oper-

ated by . . . Doctor H. C. Bumpus [then professor

of comparative anatomy at Brown University] in

the summer of 1896. The apparatus was so small

that it could be carried in a handbag. After experi-

menting with the apparatus at the L niversity. Doc-

tor Bumpus set it up in the gallery of the old oper-

ating room. The first instance of the use of the

X-ray in conjunction with hospital procedure was

the location of a needle imbedded in a patient s
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toe.” It is quite likely that this is an eye-witness

account, for Doctor Mead was then a young in-

structor in Doctor Bumpus’s department at the

University.* This primitive apparatus was but the

first of a succession of machines, hut we need not

detail this progress.

It is said that Sjogren in 1899 was the first to use

X ray in the treatment of malignant disease, having

applied it in a case of epithelioma of the skin. W ith-

in two years of that date radiotherapy had been

undertaken in Rhode Island. The first case of which

I have found record was one of carcinoma of the

tonsil, treated in December, 1901, by the late Doc-

tor Frank E. Peckham. (Other trials of this agent

followed in short order. The results were incon-

stant, hut occasionally, even in those early days, a

brilliant result ensued. In May, 1902, new apparatus

was placed under the charge of the pathologist, who
was at that time our respected colleague and elder

statesman. Doctor Frank T. Fulton. The late Doc-

tor William B. Cutts, father of Doctor Frank B.

Cutts, was appointed assistant pathologist for

X-ray work. Over the years, with more discrimi-

nating selection of cases and improved apparatus,

the results of treatment in the hands of these two

pioneers gradually improved. This progress was

duly recorded in the annual reports of the Depart-

ment of Pathology, prepared by Doctor Fulton.

X ray remained an adjunct of the Department of

Pathology until the advent of Doctor Gerber.

Let us turn to general surgery. Many a feat of

courage and high adventure doubtless lies interred

in dusty hospital records ; others have come to light

only because they were conscientiously reported.

We shall mention a few of the more significant

milestones. It is only fair to interpolate that St.

Joseph’s Hospital, which opened its doors in 1892,

was not a stranger to these exciting events.

In 1906 Doctors Edgar B. Smith and Arthur

Hollingsworth each reported a successful gas-

trectomy for carcinoma, one being a two-thircls

resection. The operation had not long been per-

formed in America with an acceptable mortality,

even though Billroth described his first success

some twenty-five years before. Modern urology

may he said to have had its birth in Rhode Island

about 1901 with the introduction of the cystoscope

into this community. Two years later Doctor Her-

bert Terry first performed successfully a suprapu-

bic resection of a papillary carcinoma of the blad-

der, following cystoscopic diagnosis.

Doctor Walter L. Munro in 1902 reported two

brilliant results in extensive epidermoid carcinoma

of the lip, one involving the upper lip as well. After

berating the cancer quack who had previously

treated them, he continued

:

Dr. Mead related to Dr. Philip Batchelder that he was

present, and in fact turned the crank of the static machine.

“The lower lip (in the first case| was largely

destroyed, leaving the gum and teeth in sight.

The upper lip presented a mass of broken-down

ulcerating tissue which projected beyond the

nose. The deformity was hideous. The food es-

caped and there was constant discharge. Though
the glands were already involved, it seemed pos-

sible to do something for his relief. . . . The inci-

sions had to be very extensive and it was neces-

sary to free up the tissues from the bone on both

sides of the face and well down on the neck, in

order to slide them together and close the gap. . . .

His condition is greatly improved. . . .

FIGURES IV AND V
Epidermoid cancer of the lip. Case 1 of Dr. Walter L.

Munro, 1902. Pre-operative.

Same. Post-operative.

“The growth [in the second case| was exten-

sive internally and necessitated incisions from

near the right angle of the mouth to below the

chin, then from this point to about the level of

the eye and back to a point about one-quarter of

the distance from the right commissure of the

mouth. . . . There is [after ten weeks] only a

faint cicatrix over the upper portion of the inci-

sion in the cheek.”

FIGURES VI AND VII
Epidermoid cancer of the lip. Case 2 of Dr. Walter L.

Munro, 1902. Pre-operative.

Same. Post-operative.

I think that these would he creditable perform-

ances today.
continued on next page
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An even more spectacular procedure was carried

out two years earlier in 1900. when Doctor

George D. Hersey successfully performed a clas-

sical interscapulothoracic amputation in a twenty-

year old housewife for recurrent angiosarcoma,

involving the scapula and axillary vessels. Her
convalescence was quite uneventful, hut she died

five months later of pulmonary metastases.

In 1899. Doctor John \Y. Keefeof Providence an-

nounced that he was regularly using Halsted’s pro-

cedure in carcinoma of the breast. Yet as early as

1892, two years before Halsted’s definitive review,

he had amputated a breast, using the now standard

elliptical incision, taking en bloc the pectoralis

major and minor muscles and the axillary contents,

later closing a residual granulating defect with

Thiersch grafts. Doctor Keefe was among the great

surgeons of his day and it is not inappropriate to

digress a moment to remind you that he success-

fully performed pyloromyotomy for congenital

pyloric stenosis in 1905, five years before Fredet

and seven years before Ramstedt.

Yet in the very earliest days of the hospital a

performance took place as striking as any of these.

The new hospital, a commodious edifice and for its

day advanced in design, contained a single operat-

ing room on the third floor of the central tower,

adjoining which, believe it or not. was a small re-

RHODE ISLAND HOSPITAL

S

GENERAL VIEW , lu In, f . * r

FIGURE VIII

Rhode Island Hospital as it appeared at the time of its

opening in 1868. The rear wing, just showing to the right
of the Main Section, was never built. Rhode Island Hos-
pital Annual Reports.

RHODE ISLAND HOSPITAL. CENTRE BUILDING.

PLAN OF SECOND STORY. PLAN OF THIRD STORY.

FIGURE IX

Floor plan of the center building of the old Rhode
Island Hospital. G—Operating room. H—Recovery room.
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covery ward. The official description noted that this

was a facility rarely introduced into hospitals.

“This is a small ward, capable of accommodating
three or four patients, furnished with baths and

water closets, as completely as the larger wards.

In many cases requiring severe operations, the pa-

tient is in no condition to be moved far, either be-

fore or after the operation, and for such cases this

is an excellent provision.” Rhode Island Hospital

officially opened its doors on October 1, 1868. Five

days later, on the sixth, it received its first patient.

He was under the care of Doctor George Edward
Mason. Doctor Mason, then in his twenty-ninth

year, had but recently graduated from the Medical

Department of Harvard University. After study-

ing with Doctor J. W. C. Ely of Providence, he

served as surgical house officer at the Massachu-

setts General Hospital under Doctors Bigelow, Gay
and Clark.

FIGURE X
George Edward Mason, M.D., 1840-1882. Trans, of the

Rhode Island Medical Society, 1884.

A handsome figure of a man, he was as we shall

see a gifted surgeon :

Case Report

John Sutherland, a fifty-nine year old Scotch-

man. shoemaker by trade, was admitted because

of necrosis of the upper jaw.

“Patient states that his trouble arose over two

vears ago from a decayed tooth. A year and a
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half ago a dentist in removing the tooth broke oft

a piece of his jaw. He does not complain of any

pain. Has had for nearly the whole two years a

fetid discharge from the nose and a slighter dis-

charge into the mouth. The passage of tears into

the nose on the left side has been very much
obstructed

;
is less so now. Complains of a feeling

of tenseness and swelling when the weather is

cold. His general health is now good — he states

that it has always been fair. Habits temperate.

“There is a slight, hard swelling extending

from the left side of the nose downwards and

outwards on the cheek, slightly obstructing the

lachrymal duct. There is a continuous but not

very abundant discharge of fetid pus from the

left nostril, and also into the mouth, from the

opening far back on the left upper jaw. through

which the prohe detects dead bone.

“The probability of disease of the antrum was

mentioned by Dr. Mason.

“October 10 ; Operation by Doctor Mason :

“Patient seated in a chair, was etherized. An
incision was made through the centre of the

upper lip down to the bone. Another was carried

from the lower edge of the orbit down the side

of the nose, curving round the nostril to meet the

first. The flap so formed was dissected up, the

scalpel keeping close to the bone. The hemor-

rhage from some small arteries was arrested by

ligature. To get at the seat of the disease with

more ease another incision, an inch and a half in

length, was carried along the lower edge of the

orbit meeting the upper end of the second, and

the flap dissected outwards. The anterior wall of

the antrum, which was rough and diseased, was

removed by a Hey’s saw and bone forceps, ex-

posing in the cavity of the antrum a mass of

gelatinous malignant disease extending deeply

and involving perhaps, as Doctor Mason re-

marked, the sphenoid and ethmoid bones. The

mass was dissected out as far as possible with the

lower orbital plate the rest of the maxillary and

part of the malar and palate bones removed.

Hemorrhage slight. The cavity was then stuffed

with sponge, the flap replaced and secured by

silk and silver wire interrupted sutures and the

whole supported by narrow strips of adhesive

plaster.

“On being removed to bed, patient rallied well

from ether without the slightest sickness. Brandy

and water administered
;
to be continued, with

beef tea. Compress applied to face, to be kept

moist with a mixture of one part of tinct. opii to

three of water.

“The microscopic shows nuclei filled with

granular matter held in a fibrous tissue. Nuclei

round, oval and of varying size.”
|

This was
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almost certainly done without benefit of micro-

tome or differential staining.]

Convalescence was essentially uncomplicated.

He was discharged on December 7, two months

after surgery, in “excellent health.” It was noted,

however, that the wound has still “unclosed be-

neath the eye” and he “proposes to have the por-

tion of wound still unclosed covered by a plastic

operation.”

He was readmitted on March 20, 1869. It was

noted that “the incision below the orbit had re-

mained open for about an inch, so that air passed

through into nose and mouth.”

March 20th
;
Operation by Dr. Mason :

“The patient was etherized and the edges of

the fistula denuded. A skin flap was dissected

from the temple and turned over the fistula and

secured bv silver wire sutures about 1/6 of an

inch apart. Two pins were also passed across this

flap to hold it more exactly in position. The
wound in temple was closed by wire sutures.

Hemorrhage was quite free. Five ligatures re-

quired. Poultice applied over face and eye on left

side.”

He was discharged from the hospital on April

19 with “perfect closure of the fistula."

The patient died on March 1, 1875, six and

one-half years following the resection. The cause

of death, according to his death return, was “old

age.”

In the official account it was noted that this “very

severe operation” had been “in the presence of the

Consulting Surgeons, who were summonded from

all parts of the state.” Among those present was

Doctor Usher Parsons. He may well have re-

marked, as he had a week before upon the opening

of the hospital : “I feel very happy for yesterday’s

doings.” Usher Parsons passed away barely two

months later on December 19, in his eighty-first

year, but he had seen his dream come true.
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CANCER— SOON THE ANSWER?

The attack on the problems of malignant tu-

mor growth is certainly progressing on all

fronts. Recent statements are encouraging, and

some even go so far as to say that a major break

through is anticipated in the very near future.

Progress, of course, has been consistently reported

from year to year, but a major understanding of the

basic nature of what we class under the general

term cancer has been lacking, and consequently no

logical means of real prevention and cure has been

attained.

On the diagnostic front, earlier recognition of

neoplasms is consistently being achieved by the

practicing physician with the result that treatment

is more often being instituted at a time when it can

be life saving. Among the various factors that con-

tribute to this result are the accumulated experi-

ence of tumor clinics all over the country and im-

provement in various types of diagnostic tech-

niques, among which the development of ability to

recognize malignant cells that are discharged from

mucous surfaces of various parts of the body and a

readiness to obtain diagnostic biopsies are of very

great importance.

When it comes to treatment, surgical excision

and chemical agents, such as radium, high voltage

X rays and nitrogen mustards, are being applied

with better and better results as experience in-

creases.

Public support of all measures directed to the

solution of this, the Xo. 1 medical problem of the

day, has reached an unprecedented level—witness

the reports of the “Jimmy Fund’’ and the participa-

tion of many lay persons in local and country-wide

organizations interested in the problem.

It is. however, in the laboratories throughout the

world that the basic solution will be found which

will lead to ultimate control of this scourge of man-
kind. Laboratory investigators, except for the

occasional individual who is at the helm when a

particularly spectacular medical achievement is

announced, get very much less recognition and

support than they deserve. They are the people on

whose labors the ultimate solution of the riddle will

depend. The millions of man-hours, and woman-
hours too, that are going into this work are yielding

results that will culminate in an accumulation of

information on which the final victory will depend.

Related studies of heredity, nutrition, tissue metab-

olism and allied subjects all are pertinent and con-

tribute to the broad base of knowledge that is

needed.

The importance of many irritating factors which

apparently act to start tissue cells on their mutinous

careers has long been known while others have

recently been discovered—-for example, the sig-

nificance of cigarette smoke in the causation of

bronchogenic carcinoma. Among more fundamen-

tal discoveries is the evidence that microscopic

bodies resembling viruses are found in gonadal

tissue, or in the milk of certain animals, and appear

to be transmissible from parent to offspring and to

cause the occurrence of malignant tumors in the

latter.
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It would be impossible to enumerate a small part

of tbe many leads that are being followed through-

out the world. For Rhode Islanders this whole mat-

ter is assuming very special significance, in view of

the increasing part which our own institutions are

playing. For years the Department of Biology at

Brown University has been interested in the prob-

lem and has carried out important investigations in

the field. Now, with the erection of the George

Building at the Rhode Island Hospital, which will

he completed in about a year, we shall have an in-

stitution in which all phases of malignant disease

in human beings can receive care and study. Lab-

oratory investigations will parallel clinical obser-

vation and treatment and a number of research

projects will he carried out. Many of these investi-

gations are already under way at the Rhode Island

Hospital.

At other Rhode Island institutions, also, work in

this or allied fields is going on, as, for example, the

work in radioisotopes at Providence College.

Furthermore. Rhode Island physicians have

THE NATIONAL

O x July 22 of this year the National Foundation

for Infantile Paralysis announced with suit-

able publicity that it had shortened its official name
to the National Foundation. At the same time it

gave notice that it was expanding its activities to

include disorders of the central nervous system,

arthritis and congenital malformations. This an-

nouncement had been expected for some time, as

public support of the Foundation, following the

apparent success of the Salk poliomyelitis vaccine

program, had fallen off substantially. The an-

nouncement was received with mixed reactions by

the press. The New York Times for Sunday, July

27 commented editorially: “The brilliant history

and achievement of the National Foundation augur

well for the future. The record of the past gives

confidence that the same approaches that brought

victory over one group of crippling diseases will

bring similar brilliant victory in other fields as

well.”

The Providence Journal for July 24, however,

remarked : “For 20 years, the Foundation has ruled

the roost among voluntary health fund-raising

organizations. . . . But 'muscling in’ [to other fields]

by the polio foundation raises sharp questions about

the logic of having voluntary health organizations

compete with each other for public contributions in

the war against disease. . . . The foundation has

acquired far too much of a vested interest in the

voluntary health field to disband or, for that matter,

reason to he proud of the part which members of

our profession have already played in this work.

In 1926 the first gynecological tumor clinic in

America was established by Dr. Herman Pitts and

his colleagues at Rhode Island Hospital. Dr. Pitts

and Dr. Waterman, both of whom have been na-

tional leaders in the field of the diagnosis and treat-

ment of cancer, are known as pioneers in the use of

the radium needle in dealing with malignancy of the

uterine cervix and have made Rhode Island a major

center for this.

The diagnosis and treatment of malignant tu-

mors is a definite part of the daily work of clinicians

both in general practice and the specialties. No one

can appreciate more than they the importance of

the subject. It may he added that no one will hail

more heartily than they the development of real

evidence that information leading to the basic

causes and effective treatment of this scourge to

humankind has at last been brought to light. Let

us hope and help.

FOUNDATION

to submerge its own identity in federation.” On
August 4, Time Magazine reported: “U.S. medi-

cine last week witnessed the strange spectacle of

two large, well-meaning foundations [the National

Foundation and the Arthritis and Rheumatism
Foundation] fighting over which one has the fran-

chise to help the sick in a large and serious disease

field." It concluded, however, that “the field ought

to he big enough for all without sphere-of-influence

fights.”

Without attempting to take sides in this complex
and sensitive issue, it may he profitable to examine
more closely some of the statistics involved. The
magnitude of the funds raised by the voluntary

health agencies is almost incredible. In 1954, the

last year before Salk vaccine, the eighteen largest

voluntary health agencies interested in specific

diseases collected almost 156 million dollars. The
Polio Foundation alone raised 66 million of the

total. Next in order were the National Tuberculosis

Association with 24.7 million, the American Cancer

Society with 21.6 million, and the American Heart

Association with 11.3 million. While the latter

groups increased their annual collections in the

following year (the last year for which collected

figures are immediately available ) that of the Polio

Foundation began to drop sharply, reaching 35 mil-

lion in 1957, a decrease of over 30 million dollars.

If this demonstrates nothing else, it exemplifies

both the strength and weakness of the emotional
concluded on next page
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approach used in raising these funds. The public

can be fickle indeed. A listing of such voluntary

agencies, probably incomplete, includes organiza-

tions devoted to the following: alcoholism, arthritis

and rheumatism, blindness, cancer, cerebral palsy,

Cooley’s anemia, crippled children and adults, cystic

fibrosis, deafness, diabetes, dysautonomia, epilepsy,

heart disease, hemophilia, Hodgkin’s disease, in-

fantile paralysis, leprosy, malaria, maternal health,

mental deficiency, multiple sclerosis, muscular dys-

trophy, nephrosis, social hygiene and tuberculosis.

Of the 156 million dollars raised by the eighteen

leading organizations in 1954, 16 million, or some-

what over a tenth, was allotted to research. The
wisdom with which projects were selected is, of

course, difficult to evaluate, but the public has little

assurance that the best possible use is being made
of its precious dollars. Statistics on administrative

costs and overhead are even more elusive.

The argument of each group that it can raise

more money independently than it can if affiliated

is difficult to answer. One suspects, however, that

the pet interests of the amateur sponsors and the

job interests of the professionals enter to some ex-

tent into the attitudes of those involved. Other

questions that can be raised have to do with re-

duplication of effort, reduplication of overhead, and

the relative administrative efficiency of the organ-

izations in this large and varied group. Most of

these groups have been adamantly opposed to join-

ing United or Community Funds. If this is un-

desirable or not feasible, one wonders if there might

not be some gain in combining or co-ordinating

among themselves their fund-raising and fund-

dispersing activities. Certainly in any case the pub-

lic deserves some relief from the perpetual promo-

tional bombardment.

CANCER SEMINAR FOR GP’s

A seminar on cancer for general practitioners is

to be sponsored by the Rhode Island Chapter of the

American Academy of General Practice, the Rhode

Island Medical Society and the Rhode Island Di-

vision of the American Cancer Society. Attendance

shall be limited to twenty in order to facilitate close

rapport between the faculty and attending phy-

sicians.

The teaching exercises will be held on two suc-

cessive Sundays, October 19 and 26, 1958. at the

Peters House Auditorium, Rhode Island Hospital.

The program will be devoted to tumors of the

genital tract, breast and gastrointestinal tract. It

will cover the pathology, clinical diagnosis, treat-

ment and follow-up with especial emphasis on the

problems facing the practitioner in his office. The

faculty will include qualified specialists from the

Rhode Island and Boston areas.

RHODE ISLAND MEDICAL JOURNAL
The Rhode Island Chapter of the American

Academy of General Practice has had several teach-

ing exercises for its members. However, the present

seminar is unique in its joint sponsorship, and in its

faculty, composed chiefly of specialists from the

local area.

It is hoped that it will serve as the forerunner of

a postgraduate training program for a large portion

of the medical profession of this state.

BLACK CANCEROUS AND NONCANCEROUS
LESIONS OF THE SKIN

concluded from page 491

Summary

With accompanying illustrations, the clinical

recognition, pathology, and treatment of lesions

that clinically mimic the black mole or malignant

melanoma have been discussed.
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MEDICAL RESEARCH IN THE PREVENTION AND
TREATMENT OF TUBERCULOSIS *

Honorable John E. Fogarty, m.c.

The Author. Honorable John E. Fogarty, of Glocestcr,

Rhode Island. Member of Congress from the 2d Dis-

trict of Rhode Island. Chairman. House Committee on

Appropriations for Health. Education and Welfare.

T he annual meeting of the National Tuber-

culosis Association is, I know, a most signifi-

cant occurrence in the nation’s calendar of public

health events.

In Washington where I serve, among other

capacities, as chairman of the committee of the

House of Representatives responsible for the ap-

propriations of the Department of Health, Educa-

tion, and Welfare, I am kept fully aware of your

part in the progress that has been made in com-

bating tuberculosis. The story of your Association

is a splendid record of achievement against great

odds. Indeed, I believe that your efforts as com-

munity leaders and shapers of public opinion, and

your vigorous co-operation with state, local, and

federal health agencies, have been largely respon-

sible for our present favorable position in the attack-

on a disease that has been a scourge from the begin-

ning of recorded time.

There is another area of interest which you and

I share. I refer to the field of medical research,

including that aspect of medical research that has

to do particularly with the prevention and treat-

ment of tuberculosis.

For more than fifteen years I have derived great

personal satisfaction from being privileged to have

a part in the formulation of our national program

for the conduct and support of medical research.

I know the National Tuberculosis Association has

made many notable contributions to research in its

field of special interest—not only directly, through

financial support of productive projects, but also

indirectly, through calling the public’s attention to

research needs.

Through your rich relationships with the people

—by means of your special knowledge, your in-

sight. and perseverance—you build, in a real and

vital sense, a portion of the health structure of

tomorrow. The voluntary tuberculosis worker

*An address delivered before the National Tuberculosis

Association Convention, at Philadelphia, Pennsylvania,

May 19, 1958.

clearly perceives what must he done, day in and
day out, to bring about the defeat of tuberculosis.

He has the vision to see problems that require im-

mediate action and to devise programs that will be

uniquely suitable for his community to undertake.

Importance of Voluntary Health Worker

Above all others, the voluntarv health worker,

because of his closeness to the people, is most keenly

aware of the feasibility and practicality of plans for

public health action. No one from Washington or

anywhere else can tell him what the people are

ready for and what methods he must use to achieve

his goals.

Indeed, the pattern of future action in the control

of tuberculosis, as well as the course of total public

health activity, depends in large part on the under-

standing, the community acceptance, and the fore-

sight of the local voluntary health worker. His

effectiveness, in turn, is determined by the degree

of his identification with the people of his com-

munity.

As one who is privileged to serve in the House
of Representatives, I have frequently had occasion

to witness, to participate in, and to reflect on the

fundamental meaning of the democratic process,

especially as it applies to the health and welfare of

the American people.

Throughout the hearings on federal health and

welfare appropriations over which I preside, I am
always impressed by the deep humane concern of

the men and women who serve the people's pur-

poses through the instrumentalities of government.

Repeatedly, it is made clear to me that if there is

one characteristic of American life that sets us apart

from other nations, it is the way in which our people

give expression to their will and desire.

As a result of concerted citizen action, we have

achieved in our nation a proud record in public

health and welfare.

This annual meeting is an excellent example of

American democratic action. Without such organi-

zation as yours, present achievements in the control

of tuberculosis could not have been realized. Our
strong federal, state, and local official agencies

could not have come into being and could not have

grown to their present stature without the united

forces of citizen opinion and action. Our Amer-
continued on page 506
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MEDICAL RESEARCH IN THE PREVENTION
AND TREATMENT OF TUBERCULOSIS

continued from page 504

ican willingness to co-operate toward the achieve-

ment of desirable goals, our people’s generosity

with money, time, and energy, have enabled us to

succeed in the control of a devastating disease like

tuberculosis as they have permitted us to prosper

as a nation.

My work in Congress and my continuing concern

for and interest in public health problems permit

me to believe that this morning I am among allies.

There is, therefore, no need for me to entreat you,

to recruit, or to justify. As citizens, we are in the

same struggle. We work toward the same end

—

the defeat of tuberculosis. And though you are ex-

perts and I am not, we speak essentially the same

language—one that bespeaks our desire to be free

from a lethal enemy of mankind.

I don’t have to convince you of the seriousness

of tuberculosis, nor do I need to describe the almost

miraculous advances that have been made toward

its conquest. Progress in solving the problems of

tuberculosis is something that we sense, even in

the absence of statistical proof, as a reality. We do

not need constant reassurance to know that we are

steadily approaching the ultimate goal—the elimi-

nation of tuberculosis as a public health problem.

However, each step closer to that objective exposes

new and challenging problems which demand solu-

tion. And if you, as leaders in a disease-control

movement that reaches every home in your states,

are to reach that goal in the foreseeable future, you

must be convinced of the still urgent nature of your

mission. You must continue to demonstrate to the

people the real need for continuing, unrelenting

effort.

To be sure, it is deeply satisfying to live and

work in an era when, for the first time in countless

centuries, tuberculosis can be, and in this country

has been reduced to virtual impotence as a dealer

of death. But there is danger in such satisfaction,

for it may weaken our awareness of the inescapable

fact that tuberculosis still remains a mighty threat

as a source of prolonged illness, disrupted families,

personal anguish and lost economic productiveness.

Progress in Tnberculosis Control

As a layman who tries to keep informed in health

matters and as a Representative who is deeply con-

cerned about organized programs in the prevention

and control of tuberculosis, I am greatly encour-

aged, as you are, by the continuing decline of the

death and case rates. The Public Health Service

informs me that since 1939 the death rate has

declined in the United States from 47.1 per 100.000

population to 8.3 in 1956. Provisional figures show

a further decline for 1957.
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Indeed, with every passing year fewer people

die of tuberculosis ; illness from the disease de-

creases in frequency and severity; and fewer chil-

dren and young adults are infected. The vear 1956
is a milestone in the history of the attack on tuber-

culosis. In that year newly reported cases showed
a decline more precipitous than any in recent years.

For the first time morbidity exhibited a greater

decline than mortality. Newly reported cases fell

10 per cent below the figures for 1955
;
the death

rate fell by 6 per cent. It cannot be said yet that

this is a real breakthrough
;
but it does indicate a

leveling off of the death rate, while reported cases

continue downward.

Nevertheless, nearly 14,000 persons died last

year from tuberculosis. Sixty-nine thousand new,

active, and probably active cases were reported to

health authorities. There are 250,000 active cases

of tuberculosis in the United States today plus

550.000 inactive cases that require public health

supervision and service. These active and inactive

cases, old cases, and the millions of infected people

constitute a reservoir of disease that could reverse

the great advances of the past.

Progress always presents new problems. At this

very moment there are approximately 300,000 tu-

berculous persons in this country who are not in

hospitals and who are in need of supervision and

service. In most of these cases, drugs must be

administered and clinical services provided over a

period of 18 to 24 months after hospital discharge.

However, studies conducted by the Public Health

Service show that a startling proportion of these

patients are not receiving adequate care and super-

vision. For the country as a whole, there has not

yet been developed a workable system whereby

persons with tuberculosis outside hospitals can

realize the full benefits of modern medical and

public health resources. Now, and in the future,

much of this responsibility for providing and ar-

ranging the services needed by tuberculosis patients

outside hospitals will rest on state and local health

departments.

However, if this disease is to he kept under con-

trol and the affected individuals restored to pro-

ductive lives, these patients—the potential sources

of new disease—need drugs, continuing medical

and nursing supervision, and essential social and

economic counsel. Only in this way will the public

as a whole, as well as these sick persons, receive the

full benefits of the great therapeutic gains of the

recent past.

I have left to the last a discussion of research,

because I wish to place special emphasis on it as a

predominant factor in the future of the tubercu-

losis control movement.
continued on page 508
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MEDICAL RESEARCH IN THE PREVENTION
AND TREATMENT OF TUBERCULOSIS

continued from page 506

New Impetus to Research

Xot many years ago it was not uncommon for

authorities in the field of tuberculosis to express

the conviction that sufficient knowledge was already

available to make the eradication of tuberculosis a

possibility within a few generations if established

control techniques were effectively applied. More-
over, interest in research was, until very recent

years, limited to laboratory investigations, and

responsibility for it was largely centered in special

institutions and groups. But today we see new sup-

port for research in tuberculosis and new evidence

of widespread interest in epidemiological as well as

laboratory studies. Moreover, responsibility for

research has been accepted by a wide range of

operating programs as well as by special institu-

tions. A most significant development, indeed, has

been the growth of co-operative clinical investiga-

tions which make use of multiple disciplines, staffs,

and facilities, thereby permitting nationwide re-

search studies that include large and diverse popu-

lation samples.

I should like to cite two examples of such re-

search now being carried on by the Public Health

Service or through projects supported by the Na-

tional Institutes of Health. They are : ( 1 )
the care-
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ful testing, by means of controlled studies, of the

effectiveness of isoniazid as a preventative, or pro-

phylactic, of tuberculosis; (2) the development of

a vaccine that does not have the disadvantages of

BCG.
Studies of isoniazid as a prophylactic, conducted

by the Public Health Service in co-operation with

the National Tuberculosis Association, showed
such promise among laboratory animals that trials

of the drug as a preventive of tuberculosis in human
beings have been organized and are now going for-

ward in numerous communities throughout the

country.

In an initial project, involving more than 2.700

children in 33 pediatric clinics in the United States,

Puerto Rico, Mexico, and Canada, tested the effect

of isoniazid in preventing complications of primary

tuberculosis. The first results from this work show
that during the twelve months these children have

been taking isoniazid, at least 80 per cent of the

major complications of childhood tuberculosis were

prevented. On the basis of these findings, health

agencies and private physicians are provided with

a new, well-confirmed method of control that can

be applied now.

To complement this knowledge, further research

is required to determine whether this protection

continues for an extended period after the drug is

discontinued and whether similar protection can be

TAKE A NEW LOOK
AT FOOD ALLERGENS
TAKE A LOOK AT
NEW DIMETANE
dimetane Extentabs (12 mg. each, coated) provide antihista-

mine effects daylong or nightlong for 10-12 hours. Tablets (4 mg.

each, scored) or pleasant-tasting Elixir (2 mg./5 cc.) may be

prescribed t.i.d. or cpi.d., or as supplementary dosage to Ex-

tentabs in acute allergic situations, a. h. robins co., inc., Rich-

mond 20, Virginia. Ethical Pharmaceuticals of Merit Since 1878.

Sea food-source of highly potent allergens. Typical are: lobster; tuna; sturgeon roe; fish oil used to prepare

leather, chamois, soaps; cuttlefish bone for polishing material and tooth powder; glues made from fish products.
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given other population groups under different con-

ditions. Therefore, studies among close contacts of

newly discovered cases of tuberculosis are being

carried out. Trials have already begun in about

forty communities and institutions in sixteen states.

Additional groups are being added to this research

project monthly. A peak workload on this research

will probably be reached in fiscal year 1959.

The second aspect of research—the development

of a vaccine—has become a subject of increasing

interest to me. The experts tell me that we need a

vaccine which may he given to everybody regard-

less of his reaction to the tuberculin test
;
one which

is, of course, not only safe but without reactions of

any consequence
;
one preferably consisting of

killed microorganisms
;
and one which produces a

solid immunity. If and when such a vaccine is avail-

able, mass immunization of the entire population

may have top priority in the tuberculosis control

program.

Research now going on under the auspices of the

National Institutes of Health and elsewhere gives

some promise that such a vaccine may ultimately

be realized. But, of course, it is too early now to

make predictions. The development of a vaccine,

as you well know, is a long, laborious, arduous task.

You may be assured, however, that this work will

have my abiding interest and persistent support.

Perhaps, in some future year not too far distant,

you may again invite me to attend your annual

meeting, and I may then he able to discuss with

you a great achievement in the field of tuberculosis

vaccination. Let us hope.

There are many other areas of action and fact-

finding that might well engage our attention this

morning, hut their proper forum is in your discus-

sion sessions and scientific meetings. I want merelv

at this time to salute you for past work ably done

and to express my deeply felt wishes for the future.

The Job Ahead

Despite the magnitude of your achievements, the

job that remains to he done is enormous.

It is easy to formulate a hundred unanswered

questions in the field of tuberculosis control—those

of poverty, malnutrition, mental and emotional im-

balances, unhealth ful and crowded housing, indus-

trial health hazards—all of these plead for your

attention and action insofar as they contribute to

continuing illness from tuberculosis.

Although tuberculosis has diminished in force as

a lethal enemy of mankind, it will remain a threat

as long as the tubercle bacillus continues to infest

the human body. The history of tuberculosis dem-
onstrates again and again the insidious resource-

fulness of this bacillary organism.

We all know that the mortality rate alone does

not reflect the social menace of tuberculosis. In-
concluded on page 512

In a recent 140-patient study
1 DIMETANE
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deed, it is through prolonged destructive illness that

tuberculosis takes its social and economic toll. To
be sure, it is a task of prime magnitude to save

people from untimely death. But the way to prevent

these deaths is to fight tuberculous disease. The
incapacitating character of tuberculosis, the broken

homes, the loss of productivity constitute the essen-

tial challenge. Even were there no deaths from

tuberculosis, its devastation as a long-term illness

would demand our utmost vigilance.

I know that you will go on to even greater

achievements if you are careful not to cling to

things that are finished. W e all must be willing to

accept changes and face new challenges with unre-

mitting vigor and unflagging imagination. More-
over. you must never lose sight of the irrefutable

fact that the success of the voluntary movement in

tuberculosis control depends upon a broad base of

citizen co-operation, support, and action.

You must fight complacency on all sides and

refute the smug assumption that in tuberculosis

little remains to be done. Xo thinking person can

be complacent in the face of the long list of unfin-

ished business, not only among tasks not yet under-

taken but also among tasks not yet done well

enough.

Yes, there is still much to do. Citizens, now as

in the past, will tackle new challenges with the

resolute vigor that has always characterized Amer-
ican democratic action. But let us, however, remem-
ber that all our future public health work depends

not only upon organizational functioning but also

upon the kind of public interest and understanding

that tuberculosis associations have persistently

stimulated and maintained.

Have you contributed

to the

BENEVOLENCE FUND

in 1958?
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NEW REGULATIONS IMPOSED FOR CIVILIAN MEDICARE PROGRAM

Department of Defense Posts New Rules Following Congressional Actions

on Medicare Appropriations

T he: civilian Medicare program ran into rough

sledding in the session of Congress just con-

cluded. and as a result the Department of Defense

has had to effect certain changes in the current

operation of the program.

The situation came to a head when the House
proposed that only 60 million dollars, instead of the

70.2 million dollars of the previous year, could he

used for civilian care under Medicare. The armed

forces authorities were really in trouble for their

pre-program estimates proved that the original

appropriation had been insufficient and they had

transferred approximately 20 million dollars for

other funds to supplement the Congressional sup-

port for the coverages in the past year.

Terrific pressure was put on the Senate to re-

store the $10.2 cut made by the House, and also to

eliminate the House imposed restrictions that other

armed forces funds could not he transferred to the

civilian Medicare program to cover any deficits.

Senator Knowland of California proposed a Senate

amendment to restore the program to the same

status of a year ago. and his efforts were successful,

but the Defense Department had to promise to make
greater use of military facilities to care for de-

pendents.

The resulting new regulations of the Department

of Defense, presented to all Medicare contractors in

August, to take effect October 1. are as follows:

1.

Require all eligible dependents who live with

their sponsors to clear with appropriate designated

Uniformed Service authorities to obtain special

authority for civilian care. (Where Uniformed

Service hospital facilities are available, comman-
ders will be required to base decisions as to whether

a certificate will be issued upon the capability of the

hospital as determined by the surgeon.) Eligible

dependents who do not reside with their sponsors

are not required to obtain authority other than their

identification cards (DD Form 1173).

2.

Emergency medical care, if authorized under

the revised program, may be obtained from civilian

sources by all eligible dependents without authority

other than their identification cards. Physicians will

be required to certify the emergency.

3.

Maternity care for eligible dependents.

a. Residing apart from their sponsors—may con-

tinue to obtain authorized medical care from civil-

ian sources on the basis of their identification cards

(DD Form 1173).

b. Residing with their sponsors

(1 ) 2d and 3d trimester patients, if under care

of a civilian physician on 1 October, 1958, will be

permitted to continue their care with the civilian

physician. However, if for reason of change of sta-

tion. or other reasons, a change of physician is

made, dependents will be required to clear with

appropriate designated Uniformed Service author-

ities for determination of whether care will be made
available in a Service facility or whether special

authorization will be given for civilian care.

(2) New and 1st trimester patients, as of 1

October. 1958, will be required to clear with appro-

priate designated Uniformed Service authorities

for determination of whether care will he made
available in a Service facility or whether special

authorization will be given for civilian care.

4. Discontinue all service not clearlv specified

in the Faw for both those living with, and apart

from, their sponsors.

a. Medical care ordinarily rendered on out-

patient basis

:

( 1 ) Injuries not requiring hospitalization

(2) Termination visits (when one physician

sees patient in his office and turns over to

another physician for hospital care)

(3 ) Pre- and post-surgical tests before and

after hospitalization

(4) Neonatal visits (two well baby visits

following hospitalization

b. Nervous and mental diseases

( 1 ) Acute emotional disorders

c. Elective surgery

5. Require commanders in areas having more

than one medical service facility to establish a clear-

ing point to assure that all Service hospitals are

used to the optimum.

CHECK THE DATE
Wednesday, October 8, 1958

INTERIM MEETING AT NEWPORT
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More Women Foreign Physicians Training in U.S.

The Institute of International Education has

reported in a new survey that the number of women
foreign physicians training in United States hos-

pitals rose 82 per cent during 1957-58. This increase

is part of a steady increase of all foreign doctors

—

male and female—training here each year.

According to the Institute a total of 7,622 foreign

physicians—a year’s increase of 13 per cent—was
in residency or internship in this country in 1957-

58, of whom 1,649, or 22 per cent were women.
The area sending the largest number of both men

and women doctors (34%) was the Far East. Sixty

per cent of the women physicians were from that

part of the world with almost half of them from the

Philippines, which leads all other countries in train-

ing medical personnel in the United States.

General surgery was the most popular field of

specialization among foreign physicians, followed

by general medicine, obstetrics, gynecology, pathol-

ogy, psychiatry, pediatrics, anesthesiology and in-

ternal medicine.

Twenty-five per cent of the foreign doctors were

found in New York, with the remainder distributed

throughout forty-four other states, the District of

Columbia, Hawaii and Puerto Rico. Eight hospitals,

led by Bellevue Hospital Center, New York, re-

ported more than fifty foreign physicians on their

staffs.

Polio and Arthritis Foundations Issue Statements

The National Foundation for Infantile Paralysis,

now changed to the National Foundation, has an-

nounced its concept for the future as follows:

The development of an organized voluntary force

in the fields of medical research, patient care and
professional education, flexible enough to meet new
health problems as they arise, with specific goals

initially. The heart of the new program is research.

Research will not he confined to a single disease

hut will attack, initially, at least five areas.

Mr. Basil O’Connor, president of the Founda-
tion, reported that the National Foundation, as it

now will he known, would ( 1 ) carry on its winning

fight against polio, (2) continue its history-making

virus research program and (3) investigations of

disorders of the central nervous system, and to these

activities would add research and, in the near fu-

ture, a patient aid program in (4) arthritis and

(5) birth defects (congenital malformations).

Arthritis and birth defects are major health

problems affecting millions of Americans and

urgently in need of increased public attention and

support, he asserted.

The expanded program will be financed, he said,

through the traditional March of Dimes conducted

each January since 1938 by volunteers in 3,100

chapters across the country.

Floyd B. Odium, national chairman of The
Arthritis and Rheumatism Foundation, issued a

statement regarding the announcement of the Na-
tional Foundation for Infantile Paralysis of its

plans to enter other fields of health, citing in part

that—
It is gratifying that Mr. Basil O’Connor and

the National Foundation for Infantile Paralysis

have recognized the importance of arthritis as

the Nation’s Number One Crippler. At the same
time, it is regrettable that they should not have

seen fit to join forces with The Arthritis and

Rheumatism Foundation in order to utilize our

medical and scientific resources to carry on the

advances we have achieved to date and thus to

present a unified front to the problems of ar-

thritis.

‘"Strokes, a Guide for the Family”

A new booklet, titled Strokes, A Guide for

the Family, has been published by the American
Heart Association and its affiliates. As the title

indicates, it was prepared primarily for those who
live with or care for the stroke patient. Copies of

this booklet are available from the Rhode Island

Heart Association, 100 Lockwood Street, Provi-

dence, and may he requested by physicians to give

to the families of such patients. Copies may also he

obtained by nurses, physical therapists, speech

therapists, and others concerned with the rehabilita-
continued on next page
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tion problems of stroke sufferers.

The booklet emphasizes the importance of earlv

rehabilitation and of close co-operation between the

physician and members of the family in helping

stroke patients regain many of their abilities. It

gives specific suggestions for self-help devices that

can be used at home and also lists a number of

sources through which additional help may be

sought during the rehabilitation process. Also in-

cluded are recommendations for the families of

patients requiring treatment over a long period of

time and a discussion of the special problems of the

patient with aphasia.

Former Rhode Islatid Physician Appointed

Dr. Clinton B. Leech, formerly of Providence,

and for several years chairman of the Committee
on Public Policy and Relations of the Rhode Island

Medical Society, was recently named chief of medi-

cine at the Broward General Hospital in Fort

Lauderdale, Florida.

Postgraduate Course on Diseases of the Chest

The American College of Chest Physicians will

present a postgraduate course on diseases of the

chest at the Park-Sheraton Hotel in Xew York
City from November 10 through the 14. This

course will ofifer the most recent advances in the

diagnosis and treatment, both medical and surgical,

of chest ailments. Tuition for the course is $100,

RHODE ISLAND MEDICAL JOURNAL
and additional information may be secured from
the College at 112 East Chestnut Street. Chicago.

One of the Best State Safety Records

Rhode Island, New Jersey, Xew York, and
Connecticut can boast the best safety records in the

country, according to the publication Patterns of

Disease, prepared by Parke. Davis & Company for

the medical profession. It reports on a recent study
which revealed that the accidental death rates in

those states was under 50 per 100.000 population.

The geographic pattern of accidental death rates

is largely determined by the death rate from motor
vehicle accidents, leading cause of accidental deaths

in this country Patterns points out.

Safety of New "Suntan" Pills Questioned

The usefulness and safety of the new “suntan
pills" have not been definitely proved, according to

a report by the American Medical Association’s

Committee on Cosmetics.

In fact, there are many unanswered questions

about the long-range safety of the drug methox-
salen (Meloxine, Oxsoralen), according to a spe-

cial committee report in the August 23 A.M.A.
Journal.

Methoxsalen, also known as 8-methoxypsoralen
or 8-MOP, is a compound that has been used for

several years to treat vitiligo, a condition in which
areas of the skin are unpigmented. By giving the

in spasticity of the Gl tract
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dosage: one tablet before each meal and at bedtime.
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drug, followed by exposure to ultraviolet rays,

pigment formation is induced in vitiligo.

However, the authors of the report said the re-

sponse of the skin is “erratic and unpredictable,

and cosmetically satisfactory repigmentation can

be obtained in only about one out of every seven

patients treated.”

Recently methoxsalen was suggested as a means
of enhancing the tanning of normal skin and of

reducing the skin’s sensitivity to light. It is now
available for these purposes in pill form on a pre-

scription basis.

M ost investigators agree that the drug helps en-

hance tanning of normal skin and increases toler-

ance to light in sun-sensitive persons. But to achieve

this tolerance, there must be a delicate balance be-

tween dosage of drug and sun, the doctors said. If

the person gets too much of either, he may have a

violent reaction.

Present experience indicates that most healthy

adults might safetly take 10 to 20 milligrams of

methoxsalen by mouth for one to two weeks, Doc-
tors Marion B. Sulzberger, New York, and Aaron
B. Lerner, New Haven, Connecticut, said in the

committee report.

But its long-term unsupervised use presents the

following questions

:

— Exactly how effective is the drug in increas-

ing suntanning and tolerance to light?

- \\ hat will happen to the skin when courses of

methoxsalen and sun exposure are repeated once

or twice or oftener each year for many years and
deeper than normal tan develops?

— Will it affect the incidence of skin cancer?

- W ill the skin’s aging process be delayed or

accelerated ?

— How will it affect persons with gastrointes-

tinal disease, liver disease, or chronic infection?

In summary, an accompanying Journal editorial

pointed out that any physician endorsing the use

of methoxsalen for suntanning must realize that

there are many unknowns, that there are dangers

when many persons take an active drug for long

periods without regular medical examination, and
that the value of suntanning itself is questionable.

Report on Hospital Use and Costs Issued

Hospitals in the continental United States cared

for 22,993,000 patients in 1957, more than in any
previous year and an increase of more than 900,000
from the 1956 total of 22,089,000, the American
Hospital Association reported last month.

A total of 3,739,259 babies were born in United
States hospitals last year, a rise of 248,1 18 over the

1956 total of 3,491,141 hospital births. On any
given day in 1957, an average of 1,320,000 patients

and 48,775 newborn infants were hospitalized.

The voluntary hospitals which care for the great
continued on page 521

for double protection!
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CALL EA 1-2091 today for home delivery.
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INCREASED COVERAGE FOR MENTAL,

TURERCULOUS AND CHRONIC CASES

AT NO EXTRA COST!

As of July 1, 1958 . . . every subscriber covered by

Blue Cross or by the R. I. Medical Society Physicians

Service ... is automatically covered under greatly

increased benefits for mental, tuberculous, and

chronic cases.

These benefits are provided — at no increase in

rates — to 615.000 Blue Cross and 507,000 Physi-

cians Service members.

NEW
Blue Cross Benefits

If in a Member Hospital or Service Benefit

Hospital . . .

Daily dollar benefits according to type of contract

as an allowance for room, board, and general nursing

care.

75 days each admission.

Full payment for these “extra services’ : use of

operating room as often as necessary, all laboratory

tests, all medical and surgical supplies including

dressings, bandages, casts, physical therapy, all drugs

and medications listed in the Pharmacopoeia of the

U. S., all pathological examinations, basal metabo-

lism tests and the equipment, intravenous solutions

and the equipment.

If in a Nontnember. General Hospital . . .

Daily dollar benefits according to type of contract

as an allowance for room, board, and general nurs-

ing care.

75 days each admission.

Extra services as listed above covered up to 90 c/c

of the hospital's hilled charges.

If in Any Other Hospital

.

.

.

Daily dollar benefits according to type of contract

as an allowance for room, hoard, and general nurs-

ing care.

45 days for the term of the contract.

Extra services as listed above covered up to 90%
of the hospital’s hilled charges.

In brief, they entitle a patient with a mental,

tuberculous, or chronic illness to regular Blue Cross

or Physicians Service benefits in any member, serv-

ice benefit, or general hospital. The definition of a

general hospital has been broadened to include all

hospitals classified by the American Hospital Asso-

ciation as general hospitals or acceptable to the Blue

Cross or Physicians Service corporations as such.

The following chart lists the new benefits.

NEW

Physicians Service Benefits

Medical visits to non-surgical

patients in the hospital: $4

per day, beginning with the

third day. Maximum: $225

each admission.

Medical visits to non-surgical

patients in any other hos-

pital: $4 per day, beginning

with the third day. Maxi-

mum : 45 days for term of

contract.

RHODE ISLAND MEDICAL SOCIETY

PHYSICIANS SERVICE
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majority of the acute short-term eases in the nation

spent an average of $26.81 a day for the care of each

patient, an increase of $1.82 over 1956. In these

hospitals, the average expenditure on each patient

in 1957 was $198.39 compared with $181.43 in

1956. The average patient stay in the voluntary

hospitals was 7.4 days, a slight decrease from 7.5

days in 1956.

Patients in voluntary hospitals paid an average

of $1.52 a day less in 1957 than it cost to care for

them. Total income from patients in all voluntary

hospitals in 1957 was $2,878,254,000, while ex-

penses were $3,050,398,000. Patient income made
up 94.3 per cent of the total income of all these

hospitals in 1957, as compared with 96.1 per cent

in 1956. The balance came from contributions,

grants and income from such sources as endow-
ments.

The 6381 nonfederal hospitals in the continental

United States reported total expenses of $5,483,-

096,000, of which 62 per cent, $3,402,172,000. was
for payroll. These hospitals employed 1,215,388 of

the 1,401,232 personnel in all hospitals.

In 1957, an average of 107 personnel per 100

patients were employed in all hospitals, as compared
with 101 in 1956. Within this average was a range

from 218 personnel per 100 patients in voluntary

short-term hospitals to 32 per 100 patients in non-

federal psychiatric hospitals.

Attention All General Practitioners

CANCER SEMINAR
SPONSORED BY

Rhode Island Chapter
,

American Academy of General Practice

Rhode Island Medical Society

Rhode Island Division

,

American Cancer Society

SUNDAYS . . . October 19 ami 26
9:00 A.M.

PETERS HOUSE AUDITORIUM
Rhode Island Hospital

Attendance limited to 20. Fee: $10.00
For additional information:

Dr. Herbert Fanger

Rhode Island Hospital (DExter 1-4300)
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Other facts released by the Association were:

More than 260,000 professional nurses worked
full-time in hospitals in 1957. This included nearly

230.000 nurses as hospital employees and more than

30.000 private duty nurses. In addition, almost

58.000 professional nurses served in hospitals on

a part-time basis.

More than half of all United States hospitals were

voluntary. Sixteen per cent were proprietary, and

32 per cent were operated by agencies of federal,

state or local government.

Ninety-five per cent of all hospital admissions

last year were to general hospitals. However, psy-

chiatric hospitals cared for 51 per cent of the total

number of patients hospitalized on any one day.

The general hospitals and the psychiatric hos-

pitals each had 45.5 per cent of the total of 1 ,558,691

hospital beds in the continental United States. The
remaining nine per cent of beds were divided almost

evenly between tuberculosis hospitals and other

special hospitals.

Thirty-six per cent of all U.S. hospitals had less

than 50 beds, 23 per cent had from 50 to 99 beds,

27 per cent had between 100 and 299 beds, and 14

per cent had 300 beds or more.

The 437 federal hospitals, representing 6.4 per

cent of all U.S. hospitals had a bed complement of

183,002. The 173 Veterans Administration hos-
concluded on next page
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pitals had 120,824 beds, or 66 per cent of the total

hospital beds operated by the Federal government.

Tootbbrusbing Neglected, Report Shows
Most Americans may possess a toothbrush

—

but that is no assurance of its use.

“Probably no other article in the crowded cos-

metic field is so highly proclaimed in public and
so highly disregarded in private as the toothbrush.”

The Journal of the American Dental Asso-
ciation said editorially recently.

The editorial cited two studies, the most recent

one indicating that two out of every three ‘‘work-

ing" toothbrushes in the United States are not fit

for use.

The study covered 1,000 families. Of 2,032

toothbrushes examined, 1,219 were in unusable

condition, 90 were in doubtful condition and only

700 were considered serviceable.

The editorial noted that indifference to tooth-

brushing was prevalent despite “the wealth of

mouth hygiene information annually released in

schools, in the press and over the air.”

It said that during 1957, seven major toothbrush

manufacturers spent more than $1,390,000 for

magazine, newspaper and television advertising

which not only extolled the virtues of particular

brushes, but explained their use and praised the

benefits of brushing.
concluded on page 524

11th ANNUAL

DR. ISAAC GERBER ORATION

"SOME INFLUENCES OF THE INTRACRANIAL CONTENTS
ON THE ROENTGEN APPEARANCE OF THE SKULL”

Leo M. Davidoff, m.d.

Professor and Chairman, Department of Surgery,

Albert Einstein College of Medicine, New York City

WEDNESDAY OCTOBER 15, 1958 at 8:30 P.M.

At the Auditorium of the Miriam Hospital

Meeting Open to All Doctors of Medicine

. . . Sponsored by the Miriam Hospital Staff Association

TASTY-MONIALS
(Shamelessly Culled

From the Classics)

\

D
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BOOK REVIEWS

THE ATOMIC AGE AND OUR BIOLOGI-
CAL FUTURE by H. V. Brondsted. Philo-

sophical Library, Inc. N.Y., 1958. $2.75

The book is written in a style very easy to read,

about a subject which has commanded a great deal

of attention in our own literature this past year.

The biogenetic effects of radiation are of great con-

cern to us. and will certainly become increasingly

so. Professor Brondsted is well qualified and is the

author of numerous other scientific books and pa-

pers, particularly in experimental embryology. He
discusses in detail, ionizing radiation and its gene-

tic effects, painting all-the-while a quite gloomy
picture. It is his feeling that when dealing with a

thing as dangerous as radiation, it is better to be

over-cautious than too daring. He emphasizes par-

ticularly the dangers of hydrogen-bomb explosions

and the production of the powerful radio-active

strontium 90.

The discussion occasionally touches on philo-

sophical aspects of the problem, particularly in

regard to our responsibility to future generations.

The book is recommended to all those interested

in atomic medicine.

Thomas Forsythe, m.d.

GENERAL DIAGNOSIS AND THERAPY
OF SKIN DISEASES

.

An Introduction to

Dermatology for Students and Physicians by

Hermann Werner Siemens, M.D. Translated by

Kurt Wiener, M.D., University of Chicago

Press, Chicago, 1958. $10.00

In the preface to the German edition of this book,

the author states that the only excuse for another

textbook on dermatology is a new approach to the

teaching of the subject. There is no question but

that the approach presented in this textbook is new
and different. One must decide, however, whether

the new is better than the old.

Most textbooks of dermatology, following an

introduction devoted to anatomy, physiology,

chemistry, etc. of the skin, then proceed to cover

the various types of cutaneous disease such as

dermatoses due to physical agents, dermatoses due
to chemical agents, dermatoses due to metabolic

disorders, etc. Siemens has a very short introduc-

tory section on anatomy and histopathology. He

then presents bis review of dermatology in two sec-

tions. The first, approximately two hundred pages

in length, is covered by the heading of General

Diagnoses. This includes seven chapters titled as

follows : 1 . The Color, 2. The Lesions, 3. Extent,

Shape and Distribution, 4. Hair and Nails, 5. Sys-

temic Symptoms, 6. Subjective Symptoms and
History, and 7. Auxiliary Diagnostic Techniques.

In each of these chapters the author reviews the

subject, indicated by the title, referring to specific

dermatoses only in illustration of a point. As a re-

sult, the book lacks complete systemic coverage of

the various dermatoses. Discussion of acne for

example, consists of just one paragraph which is

limited to consideration of the acne papule. The
second section, covering about one hundred pages,

is titled General Principles of 'Therapy. It includes

the following chapters : 8. The Vehicles, 9. Medica-
concluded on next page

IMPORTANT ANNOUNCEMENT
AFTER MANY MONTHS OF CAREFUL

STUDY YOUR RHODE ISLAND MEDICAL
SOCIETY COMMITTEE ON INSURANCE

HAS APPROVED AN EXCELLENT
NEW PROGRAM OF . . .

CATASTROPHIC
Hospital — Nurse Expense Insurance

and

OVERHEAD EXPENSE REIMBURSEMENT

* * *

LOOK FOR THE DETAILS

in your mail this month

This plan is considered to be most advan-

tageous to members. Be sure to give it serious

consideration!

R. A. Derosier Agency

32 Custom House Street

Providence 3, Rhode Island

GAspee 1-1391
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tions in the Stricter Sense (Active Ingredients),

10. The Administration of the Treatment. 11. Phy-
sical Therapy. 12. Minor Surgery in Skin Diseases.

13. Systemic Treatment of Skin Diseases, 14. Ther-

apy and Experience.

It is my opinion that the author must be com-
mended for three reasons. First, because of the

excellent photographs, 375 in all. with which this

book is illustrated. Second, because the section on

therapy includes a fine presentation of the general

principles of dermatologic therapy and types of

dermatologic medicaments. Third, the author must
be commended for his courage in defying tradition

and writing a new type of textbook.

However, it is the reviewer’s opinion that this

book, while of value to the dermatologist, will only

he confusing to the student and non-dermatologic

physician. Its unorthodox presentation results in

many gaps in those areas of information of impor-

tance to the student. Accordingly, the use of a text-

book employing the standard approach is preferable

for the student and general practitioner.

Arthur B. Kerx, m.d.

THROUGH THE MICROSCOPE
concluded from page 522

A.M.A. to Survey Legal Profession

A survey of attorneys on various subjects of

mutual interest to physicians and lawyers will lie

conducted early this fall by the A.M.A.’s Law De-

partment. Approximately 10,000 lawyers will be

asked to answer questions on interprofessional

relations, medical professional liability and expert

medical testimony. The need for such a study is

evidenced by the fact that as high as 80 per cent

of all cases tried today require medical testimony

and that seven out of ten personal injury cases are

decided on medical rather than legal considerations.

The medical profession should he aware of the

problems of attorneys and the role of medicine in

the judicial system. It is hoped that this informa-

tion can be used to promote good working relations

between physicians and attorneys.

Over One Million Dollars Given

for Heart Research

The Life Insurance Medical Research Fund has

given eighty-one awards totaling $1,098,680 in

support of heart research during the coming year.

Fifty-seven of the awards are in the form of grants

to research institutions—medical schools, univer-

sities and hospitals—for specified projects in basic

heart research. These institutions are located in

eighteen states, the District of Columbia. Puerto

Rico, four Canadian provinces and the Nether-

lands.



"It has a high degree of clinical

safety. . . It is considered

to be the preferred antimalarial

drug for treatment of disorders

of connective tissue, because

of the low incidence of gastrointestinal

distress as compared to that

with chloroquine phosphate." 1

" Plaquenil is decidedly less toxic and better

tolerated by the average patient, even in high

dosage, than is chloroquine."2

DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaquenil sulfate daily.
Write for Booklet

Remarkably

effective

in

SIDE EFFECTS MARKEDLY REDUCED

Maintenance — 200 to 400 mg. (1 or 2 tablets) daily.

SUPPLIED: Tablets of 200 mg., bottles of 100.

1ENCES:

herbel, A.L., Schuchter, S.L., and Harrison, J.W.t Cleveland Clin. Quart. 24:98, Apr., 1957.
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all-day

or all-night protection

from

one oral dose

Compazine* Spansule 1

capsules are especially useful for prompt and prolonged

relief from tension headache.

For the patient whose anxiety and nervousness are manifested

as tension headache, one ‘Compazine’ Spansule capsule

taken in the morning provides protection throughout the day.

Patients on ‘Compazine’ are, in virtually all cases, free

from drowsiness, and often experience an alerting effect.

They can carry on normal activity.

And, on the other hand, for the patient who cannot sleep

because of anxiety and tension, one ‘Compazine’ Spansule capsule

taken before retiring provides relief throughout the night.

‘Compazine’ Spansule capsules: io mg., 15 mg. and 30 mg.

Smith Kline & French Laboratories,

Philadelphia

T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F.

fT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F.
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TRINSICON®
(hematinic concentrate with intrinsic factor, Lilly)

assures complete anemia therapy

. . . because it provides therapeutic quantities of

all known hematinic factors

JUST TWO PULVULES® TRINSICON (DAILY OOSE) PROVIDE:

Special Liver-Stomach Concentrate. Lilly (containing Intrinsic Factor) . . 300 mg.

Vitamin B 12 with Intrinsic Factor Concentrate, U.S.P 1 U.S.P. unit (oral)

Vitamin Bn Activity Concentrate, N.F 15 meg.

Ferrous Sulfate. Anhydrous 600 mg.

Ascorbic Acid 150 mg.

Folic Acid 2 mg.

819063



HIGHLY EFFECTIVE CYCLIC THERAFt

In gynecological disorders amenable to progestational therapy, clini 1
,j

effects of injected progesterone can now be produced by small oral do:

of NORLUTIN. In amenorrhea, for example, 10-20 mg. daily for 5 dav.

after estrogen priming— will induce “...a prompt temperature rise a

withdrawal bleeding 24-72 hours after medication is stopped.” 1

CASE SUM MARY 2 Amenorrhea of four years’ duration in a 24-year-old marri

woman. A course of 10 mg. NORLUTIN, twice daily for five days, was follow

after three days by menses. When no spontaneous menstruation occurred duri

the following 35 days, this treatment was repeated and again induced menst

Using ethisterone, similar results were unobtainable in this patient.

indications for norlutin: conditions involving deficiency of progesterone such

primary and secondaiy amenorrhea, menstrual irregularity, functional uterine bleedin

endocrine infertility, habitual abortion, threatened abortion, premenstrual tension, ai

dysmenorrhea.

PACKAGING: 5-mg. scored tablets, bottles of 30.

REFERENCES: (1) Greenblatt, R. H., & Jungck, E. C.: J.A.M.A. 166:1461 (Mar. 22) 1958. (2) Hertz, I

Waite, J. H., & Thomas, L. B.: Proc. Soc. Expcr. Biol. 6- Med. 91:418, 1956.

t
* PARKE, DAVIS & COMPANY • DETROIT 32, MICHIGA

413*1
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INCREASED COVERAGE FOR MENTAL,

TUBERCULOUS AND CHRONIC CASES

AT NO EXTRA COST!

As of July 1. 1958 . . . every subscriber covered by

Blue Cross or by the R. I. Medical Society Physicians

Service ... is automatically covered under greatly

increased benefits for mental, tuberculous, and

chronic cases.

These benefits are provided — at no increase in

rates — to 615.000 Blue Cross and 507.000 Physi-

cians Service members.

NEW
Blue Cross Benefits

If in a Member Hospital or Service Benefit

Hospital . . .

Daily dollar benefits according to type of contract

as an allow ance for room, board, and general nursing

care.

75 days each admission.

Full payment for these “extra services": use of

operating room as often as necessary, all laboratory

tests, all medical and surgical supplies including

dressings, bandages, casts, physical therapy, all drugs

and medications listed in the Pharmacopoeia of the

U. S., all pathological examinations, basal metabo-

lism tests and the equipment, intravenous solutions

and the equipment.

If in a Nonmember, General Hospital

.

. .

Daily dollar benefits according to type of contract

as an allowance for room, board, and general nurs-

ing care.

75 days each admission.

Extra services as listed above covered up to 90 c
fc

of the hospital's billed charges.

If in Any Other Hospital . . .

Daily dollar benefits according to type of contract

as an allowance for room, board, and general nurs-

ing care.

45 days for the term of the contract.

Extra services as listed above covered up to 90%
of the hospital’s billed charges.

In brief, they entitle a patient with a mental,

tuberculous, or chronic illness to regular Blue Cross

or Physicians Service benefits in any member, serv-

ice benefit, or general hospital. The definition of a

general hospital has been broadened to include all

hospitals classified by the American Hospital Asso-

ciation as general hospitals or acceptable to the Blue

Cross or Physicians Service corporations as such.

The following chart lists the new benefits.

NEW

Physicians Service Benefits

Medical visits to non-surgical

patients in the hospital: S4

per day, beginning with the

third day. Maximum: $225

each admission.

Medical visits to non-surgical

patients in any other hos-

pital: $4 per day, beginning

with the third day. Maxi-

mum: 45 days for term of

contract.

RHODE ISLAND MEDICAL SOCIETY

PHYSICIANS SERVICE



does not impair mental efficiency or physical

performance relieves both mental and muscular—
tension does not affect autonomic function

:

S, B. t The effects of ward tension cm the quality and qa&rriiiy of tranqt I -

&
>

)

k

58t-

6 ;

J

J,

fein-



528 RHODE ISLAND MEDICAL JOURNAL

In Biliary Distress

ZANCHOL
Improves Flow

Zanchol (brand of florantyrone), a distinct chemical

entity unrelated to the bile salts, provides the medical

profession with a new and potent hydrocholeretic for

treating disorders of the biliary tract.

The high degree of therapeutic activity of this new

compound and its negligible side reactions yield dis-

tinct clinical advantages.

• Zanchol produces a bile low in sediment.

• Zanchol enhances the abstergent quality of bile.

• Zanchol produces a deep, brilliant green bile, re-

gardless of its original color, suggesting improved

hepatic function.

and Color of Bile

• Zanchol improves the flow and quantity of bile with-

out increasing total bile solids.

Bile with these qualities minimizes biliary stasis, re-

duces sediment and debris in the bile ducts and dis-

courages the ascent of infection.

For these reasons zanchol has shown itself to be a

highly valuable agent in chronic cholecystitis, cholan-

gitis and care of patients following cholecystectomy.

Administration: One tablet three or four times a day.

Zanchol is supplied in tablets of 250 mg. each. G. D.

Searle & Co., Chicago 80, Illinois. Research in the

Service of Medicine.

s



When the bronchial tree

Robitussin with Antihistamine and Codeine: Same formula as Robitussin, plus

prophenpyridamine maleate 7.5 mg. and codeine phosphate 10 mg. per 5 cc. (Exempt narcotic)

has too much “bark”

make cough MORE PRODUCTIVE,

LESS DESTRUCTIVE

“Significantly superior
” 2 cough therapy for “markedly”

reducing the severity and frequency of coughing
,

1 for

increasing respiratory tract fluid
,

1 for making sputum
easier to raise

,

3 and for relieving respiratory discomfort .
4

A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA
Ethical Pharmaceuticals of Merit since 1878

References:
t. Blanchard, K., and Ford, R. A.:

Clin. Med. 3:961, 1956. 2 . Cass, L. 1 .,

and Frederik, W. S.: 2:844, 1951.

3. Hayes, R. W., and Jacobs, L. S.:

Dis. Chest 30:441, 1956. 4 . Schwartz,

E., Levin, L., Leibowitz, H., and
McGinn, J. P.: Am. Pract. & Digest

Treat. 7:585, 1956.

ROBITUSSIN m
, Antitussive-Demulcent-Expectorant:

Glyceryl guaiacolate 100 mg. and desoxyephedrine hydrochloride 1 mg. per 5 cc.
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Neo-Synephrine
®

Compound

CoMTabhlts J

for "Syndromatic” Control of

the Common Cold and Allergic Rhinitis

Neo-Synephrine now has three complementary compounds added to its own depend-

able, decongestive action for more complete control of the common cold syndrome.

The "syndromatic" action of Neo-Synephrine Compound Cold Tablets brings new and

greater effectiveness to the treatment of the common cold syndrome.

h

h

h

protection.. .through the full range of common cold symptoms

Each tablet contains:

NASAL STUFFINESS, TIGHTNESS, RHINORRHEA

NEO-SYNEPHRINE HCI 5 mg . . .

.

First choice in decongestants for its mild but durable

action and excellent tolerance.

ACHES, CHILLS, FEVER

ACETAMINOPHEN 150 mg. Dependable analgesic and antipyretic

RHINORRHEA, ALLERGIC MANIFESTATIONS

THENFADIL® HCI 7.5 mg Effective antihistaminic to relieve rhinorrhea and

enhance mucosal resistance to allergic complications.

LASSITUDE, MALAISE, MENTAL DEPRESSION

CAFFEINE 15 mg.

DOSE: Adults: 2 tablets three times daily.

Children 6 to 12 years: 1 tablet three times daily.

Bottles of 20 and 100 tablets.

Neo-Synephrine (brand of phenylephrine)

and Thenfadil (brand of thenyldiamine),

trademarks reg. U.S. Pat. Off.



Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine 1 ... higher and

better sustained plasma levels than any other known and useful antibacterial sulfonamide. 2

Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single

daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona-

mides—a notable asset in prolonged therapy. 2

Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1

tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe

infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed

by 0.5 Gm. every 24 hours.

KYNEX— WHEREVER SULFA THERAPY IS IHDICATED
Tablets: Each tablet contains 0.5 Gm. (7)4 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets.

Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine.

Bottle of 4 fl. oz.

references

:

1. Grieble, H.G., and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med.
258:1-7, 1958.

2. Editorial: New England J. Med. 258:48-49, 1958.

LEDERLE LABORATORIES, a Division of AMERICAN CYAN AMID COMPANY, Pearl River, New York

*Reg. U. S. Pat. Off.
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why all the fuss

over potassium

?

Many physicians will recall when safe but

potent organomercurials were first intro-

duced. At the time there was considerable

worry about possible potassium loss. Pa-

tients were instructed to take foods rich

in this mineral, and not infrequently potas-

sium supplements also were advised. After

enough experience was gained, it became

evident that only the exceptional case could

lose enough potassium to be concerned

about. And with oral organomercurial diu-

retics this was practically never a problem.

Why revive the subject now? Because

clinical experience with nonmercurial diuretics indicates most of them have such a

specific effect on potassium that with their use very real problems must be faced. Enough

potassium loss can lead to digitalis toxicity or to a classical overt hypopotassemia. Since a

fair percentage of cardiacs who receive diuretics are also digitalized, this excess potassium

excretion is clinically serious. Clinical experience is still too limited with some nonmercurial

diuretics to say just how often such loss will occur— but warnings already have been

sounded by some clinical investigators as to the need for potassium supplementation.

Experience in many patients, for many years, demonstrates that potassium loss is never

a problem when neohydrin® is the oral diuretic. And there is no refractoriness to this

effective oral organomercurial.

LAKESIDE
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The extra-firm mattress
selected by over 9,000 doctors

for their own use

Assures both preventive and corrective support— used in

more American homes than any other special design

Sealy Posturepedic is the first mattress designed in cooperation

with leading orthopedic surgeons to promote normal, healthful

sleep among all persons.

As a "corrective device" it serves those chronically afflicted with

lower back syndromes. As a preventive measure Sealy Posturepedic

brings deep spring buoyancy without bedboard hardness to every-

one— plus the concomitant blessings of unexcelled comfort and

extra-firm support.

These are basic to good health. The therapeutic value of restful

sleep is especially recognized during these tense and anxious days.

Sealy Posturepedic eminently meets this need by supplying level

spine support for proper relaxation of the limbs and human mus-

culatory system.

Over 9,000 doctors of medicine have tried and bought the Sealy

Posturepedic mattress and matching foundation for their own use.

We believe your investigation will firmly convince you of its dis-

tinctive benefits, and, we would hope, merit your valued recom-

mendation.

NO MORNING
B AC K AC H E

from a too-soft mattress

PROFESSIONAL DISCOUNT OF $39.00 V
So that you may judge the quality of the Sealy Posturepedic for yourself,

we offer a special Professional Discount on this mattress and foundation

when purchased for your personal use. Limit—one full or two twin size sets.

SEALY MATTRESS COMPANY • 79 Benedict Street, Waterbury 20, Conn.

Enclosed is my check and letterhead. Please ship the Sealy Posture pedic Set(s)

indicated below:

1 Full Size 1 Twin Size 2 Twin Size

RETAIL
each $79.50
each $79.50

PROFESSIONAL
Posture pedic Mattress
Posturepedic Foundation

NAME

RESIDENCE

CITY

(add state tax) $60.00
(add state tax) $60.00

ZONE STATE
(This is a saving of $39.00 per set over the regular $159.00 retail price

for mattress and matching foundation) ©Sealy, Inc., 1958



essential ally of the doctor

in relieving anxiety, tension

Trilafon
an'agent of choice in treating tension and anxiety

• effective without somnolence

• allows the patient to continue his normal activities

Trilafon Tablets — 2 mg. and 4 mg.: bottles of 50 and 500.

Trilafon Repetabs,®' 4 mg. for prompt effect

in the outer layer and 4 mg. for prolonged action in the

timed-action inner core; bottles of 30 and 100.

For complete details on Trilafon consult Schcring literature.

(1) Marangoni, B. A.: Am. Pract. & Digest Treat. #:1959, 1957.

SCHERING CORPORATION • BLOOMFIELD, NEW JERSEY
TR-J-28108



I

vitamin-mineral combination

She supplements her daily diet with the NATABEC

Kapseals prescribed by her physician. The care-

fully balanced formula of NATABEC provides

vitamin-mineral support, helping to promote better

health for both mother and child.

each NATABEC Kapseal contains:

Calcium carbonate 600 mg.

Ferrous sulfate 150 mg.

Vitamin D 400 units (10 meg.)

Vitamin B, (thiamine) mononitrate 3 mg.

Vitamin B„ (riboflavin) 2 mg.

Vitamin B
1#

(crystalline) 2 meg.

Folic acid 1 mg.'

Synkamin® (vitamin K) (as the hydrochloride) 0.5 mg.

Rutin ‘ 10 mg.

Nicotinamide 10 mg.

Vitamin B,. (pyridoxine hydrochloride) 3 mg.

Vitamin C (ascorbic acid) 50 mg.

Vitamin A 4,000 units (1.2 mg.)

Intrinsic factor concentrate 5 mg.

dosage

As a dietary supplement during pregnancy and through

out lactation, one or more Kapseals daily. Available in

bottles of 100 and 1,000.

v
c

R> PARKE, DAVIS & COMPANY
DETROIT 32, MICHIGAN 3S6s;|

r *



during her pregnancy

and throughout lactation



inflammatory-

suppressive

inflammatory-

corrective

antiallergic

dual anti-inflammatory

inflammatory-suppressive . .

.

potent, prompt, sustained action

with prednisolone

inflammatory-corrective . . .

reduction of abnormal

capillary permeability

with citrus bioflavonoids

“built-in” protection

with citrus bioflavonoids . .

.

against ecchymoses, purpuras,

gastric hemorrhage and other

steroid-induced capillary damage

with antacids . .

.

against gastric distress,

digestive upsets, nausea



100 CAPSUt£S

=H.iiinMaa
n C PWOTS'

SOIONE 4 *

SlOElAVONOlO COMPOS*© H»#
**C ACtO <C) *****

HfDffOXIOC
»iUM 0X»0£ *****

N E«<5*P4< fa» prohibit* $&?****

S*e»cr>ptto».

CTONFUNK LABORATOWp
ol U. S VITAMIN CO*****7*®*

NEW YQfl* N y

in

rheumatoid arthritis

bronchial asthma

eczemas
and other inflammatory,

allergic and

rheumatic conditions

suggested dosage: Each PREDNIS-C.V. P. capsule provides:

Average initial dose,
2 to 5 capsules daily,
in divided doses;
in severe cases, 6 to 10
capsules daily. Gradually
reduce dosage to effective
maintenance level.

Bottles of 30, 100 and
500 capsules.

PREDNISOLONE 4 mg.

CITRUS BIOFLAVONOID COMPOUND 100 mg.

ASCORBIC ACID (C) 100 mg.

ALUMINUM HYDROXIDE 100 mg.

MAGNESIUM OXIDE 100 mg.

Samples and literature from

arlington-funk laboratories
division of U. S. VITAMIN CORPORATION • 250 East 43rd Street • New York 17, N. Y.
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ASSURES EVERY PATIENT PRECISE

ANTIBIOTIC ACTION UNDER THE VARIED

CONDITIONS OF REALISTIC CLINICAL PRACTICE

produces optimal gastric conditions

Ideally, most antibiotics are given on an empty stomach. Since citric acid helps control un-

favorable variances in gastric content,conditions in the stomach are optimal with ACHROMYCIN V

tetracycline with citric acid.

prevents interference with absorption

Sequestering of antibiotic molecules by free metallic ions, always present in the intestinal

tract, can deprive patients of a full therapeutic dose. The three active carboxyl radicals which

protect the action of ACHROMYCIN V trap these free cations and allow uninhibited antibiotic

absorption.

provides for peak antibiotic action

At the site of infection where, in essence, all antibiotics are proved, ACHROMYCIN V combats

a wide range of pathogens under optimal tissue conditions. Citric acid, a factor of medically

established value in the natural acid-base regulating mechanism of the G.l. tract, facilitates a

more complete, and rapid antibiotic action.

MORE DOCTORS PRESCRIBE

ACHROMYCIN V THAN ANY OTHER

BROAD-SPECTRUM ANTIBIOTIC

LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY. Pearl River, N.Y.
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Dramamine-D
brand of dimenhydrinate with dextro-amphetamine sulfate

adds the alertness factor

to antiemetic therapy

Dramamine-Z) keeps patients alert and

cheerful while it controls nausea and

dizziness. Available on prescription

only.

Indications: vertigo; nausea and vomit-

ing of pregnancy, travel sickness and

other conditions.

Adult dosage: one tablet every 4 to 6

hours.

Each scored, orange-colored tablet of

Dramamine-Z) contains 50 mg. of

Dramamine' and 5 mg. of dextro-

amphetamine sulfate.

References on the combination of these

two drugs available on request.

SEARLE
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MYOCARDIAL INFARCTION ASSOCIATED WITH SUN

John C. Ham, m.d., and Alton M. Paull, m.d.

BATHING

The Authors. John C. Ham, M.D., Physician, Depart-

ment of Medicine, and Alton M. Pauli, M.D., Assistant

Physician, Department of Medicine, Rhode Island

Hospital.

'npHis discussion of an instance of two myo-
*- cardial infarctions occurring in rapid succession

in association with intense sun baking is presented

for two reasons: first, the suspicion that prolonged

intensive inactive exposure to hot sun’s rays has

more than a coincidental relationship to myocardial

infarction
;
secondly, the hope that it will stimulate

others to he on the look-out for such occurrences,

eventually to determine whether or not this sus-

picion is borne out. Several investigators have pre-

sented evidence that exposure of the body to heat

produces changes in the physical and chemical

characteristics of blood in animals and man. It

would seem that some of these changes might tend

to slow the coronary circulation and to favor blood

clotting.

Hall and Wakefield 1 found that in overheated

dogs there was a rise in non-protein nitrogen and

usually an increase in chloride calculated as sodium

chloride. Lactic acid in the blood reached very high

levels. The blood sugar varied and the pH of the

blood and the alkali reserve dropped. Ferris et al,
2

found in forty-four human cases of heat-stroke

moderate drop in C02 content of blood and hemo-
concentration. Signs of heart or peripheral cir-

culatory failure was found in some, but not in the

majority.

Motta3 found in rabbits exposed to overheating

for 48 to 95 minutes the following EKG changes:

I. Disturbances of rhythm:—Sinus tachycar-

dia, extrasystoles, paroxysmal tachycardia,

auricular and ventricular flutter and fibril-

lation.

II. Disturbances in conduction:— 1, disturb-

ance of A. V. conduction—increase in PR

interval, 2. 1° block
; 2, disturbance of intra-

ventricular conduction—widening and de-

formity of the ventricular complex.

III. Disturbances of coronary circulation and

myocardial function:—accentuated q wave,

elevated ST segment and sometimes nega-

tive T in Lead I.

Metz4 cites three cases of heat stroke with EKG
changes observed at varying periods of time follow-

ing a long march in hot weather. The subjects were

all young men, ages 22, 23, and 30 years. Symptoms
included a pressure and oppressive feeling in the

chest in one and loss of consciousness coming on

quite suddenly in another. The EKG changes con-

cerned mainly the T wave and ST segments. Air

temperatures at the time these two men were march-

ing varied from 15.8° to 32° centigrade, and hu-

midity from 32-74%. The third patient showed a

deep Q3. elevation of ST2 and ST3 with a nega-

tive T2 and T3, interpreted as typical of myocardial

infarction.

Making a study of the incidence of myocardial

infarction in different months of the year in Dallas,

Texas, Heyer’ found that the incidence was con-

siderably higher in the months of July and August,

than in the cooler months. He points out that this

is the reverse of what has been found in other

studies of the monthly incidence of myocardial in-

farction in the northern part of the United States

and in states where the summer weather is not so

extremely hot. The daily temperature readings in

Dallas, during July and August, usually exceed 95°

and often exceed 100° Fahrenheit. He suggests

that the profound physiologic adjustment a person

must make to preserve constant body temperature

probably exerts considerable strain and may act as

a precipitating factor. In none of the patients with

myocardial infarction was there frank heat-stroke

with hyperthermia, hut a mild degree of heat ex-

haustion is comparatively frequent in Dallas. He
reminds us that adjustment to such a hot climate

continued on next page
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causes increase in cardiac work, often with in-

creased cardiac output and blood volume and devia-

tion of a larger portion of the blood through the

skin to promote heat loss. Arterial blood pressure

has been shown to decrease and peripheral resist-

ance to fall ; fluid and salt loss are a result. He sus-

pects that patients predisposed bv coronarv arterio-

sclerosis might possibly develop myocardial in-

farction. Also, there is the possibility of a thrombo-

genic state occurring, with alteration of blood co-

agulability.

Some years ago one of us
(
J.C.H.) saw a patient

with advanced inactive rheumatic heart disease who
was a Sunworshiper. One hot summer day, after

he had spent a prolonged period of time baking in

the sun, with a great part of his body exposed, he

suffered a severe oppressive feeling in his left chest

that persisted throughout the evening and pre-

vented his sleeping. There was no drop in the blood

pressure and no changes in his auscultatory find-

ings. except for a pericardial friction rub. The peri-

cardial friction sounds persisted for about twenty-

four hours. He had varying pains, a tight feeling

and sensation of oppression in his chest and the

region of the left scapula for the first ten days in the

hospital. The pains cleared completely and he felt

well for ten days. The following day he spent part

of the time lying in the sun with his chest hare. That

night he developed an aching pain in the right scap-

ula region and a feeling of tightness in the epigas-

trium and lower chest. Stabs of sharp pain were

noted in the region of the cardiac apex, requiring

morphine on two occasions. Serial EKG’s were not

indicative of an acute myocardial process. It was

suspected at the time that the extensive heat ex-

posure might have been a factor in this case, with

involvement of his heart and/or pericardium, but

the evidence was only suggestive. He was advised

to avoid such strenuous sunbathing. He had no

further episodes of chest pain, hut died a few years

later in congestive failure. Autopsy revealed in-

active rheumatic heart disease with marked hyper-

trophy and dilatation, aortic stenosis, pulmonary

embolism, an acute healing myocardial infarct, hut

no old infarct.

With the above-mentioned considerations in

mind we cannot but be impressed with the follow-

ing two attacks of myocardial infarction, occur-

ring in rather rapid succession in a relatively young

sthenic man without evidence of any factors that

might predispose him to the development of coro-

narv occlusion other than exposure to the hot rays

of the sun for prolonged periods on both occasions.

H.A., a fit"ty-year-old white man, was admitted to

the Rhode Island Hospital on July 30. 1956, with

the chief complaint of oppressive tightness and

pressure in his anterior chest, of several hours’

duration. He had been in relatively good health

RHODE ISLAND MEDICAL JOURNAL
until the day of admission, when he suddenly devel-

oped substernal oppression soon after arising from

bed in the morning. Shortly thereafter, he became
weak and sweaty, developed a paroxysm of cough-

ing, complained of a choking sensation and felt

chilly.

Review of his past history revealed that he had

been treated at the Rhode Island Hospital five years

previously for a lung abscess.

Three years prior to admission, he developed

symptoms of a peptic ulcer and remained under

treatment for the next year. Since that time he had

been asymptomatic. He smoked less than one pack

of cigarettes a day.

The family history was non-contributory.

Physical examination revealed the patient to he a

well-developed, well-nourished white, deeply

tanned male.

The eyelids appeared moderately puffy. The
heart was not enlarged to percussion. Rhythm was
regular. There were no murmurs, friction rub or

gallop. Pulse 68. blood pressure 140/100. The
lungs were clear to percussion and auscultation.

The remainder of the examination was not re-

markable.

Examination of the blood disclosed a hemoglobin

of 16.2 gm per 100 cc., with a micro-hematocrit of

50 mm. The white cell count was 34.900 with 91%
neutrophils, 5% lymphocytes and 4% monocytes,

dropping to 12,450 with 73% neutrophils on his

third hospital day. Urinalysis and Hinton were

negative. The blood urea nitrogen was 14 mg. per

100 cc. The prothrombin activity was 82% of nor-

mal. Blood cholesterol 196 mg%. Serial electro-

7 / 30/56 8 / 22/56

FIGURE 1
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cardiograms showed evidence of postero-lateral

myocardial infarction. (See Figure 1)

Course: On admission the patient complained of

some chest pain, but this disappeared within a short

period of time. His course was uncomplicated, ex-

cept for a mild tonsillitis and moderate apprehen-

sion. Treatment consisted of three weeks of bed

rest, dicumarolization and gradual ambulation. The
patient was discharged on August 27. 1956, without

dicumarol.

Following discharge, he returned to his home
and gradually resumed mild activity. Most of his

time was spent lounging around, doing nothing in

particular. He continued to feel well until three

days prior to his second Rhode Island Hospital

admission, when, after eating a light meal, he sud-

denly developed a substernal squeezing, oppressive

feeling with radiation to the neck, left shoulder and

epigastrium. He was readmitted to the hospital.

Physical examination on his second admission

9/7/56, was not remarkable except for some tender-

ness in the epigastric region. Significant laboratory

data included a white blood count of 14,9000 with

71% neutrophils and a sedimentation rate of 35

mm. per minute. The electrocardiogram was in-

dicative of a fresh anterior myocardial infarction

(Figure 2).

9/20/56

FIGURE 2

Course: Again the patient was placed on strict

bed rest and treated with dicumarol. On the third

hospital day his temperature suddenly rose to

101.4° F. He developed a moderate cough produc-

tive of some thin mucoid sputum. The essential

finding on physical examination was the presence

of a moderate number of medium crepitiant rales

at both bases posterially. It was felt that he had

developed a pneumonitis and he was given Achro-

mycin, with prompt subsidence of his temperature

and symptoms. The remainder of his hospital stay

was uncomplicated. A chest X ray ami fluoroscopic

examination of his chest prior to discharge revealed

slight left ventricular enlargement. He was dis-

charged on October 6, 1956.

It was later learned that on the day prior to his

first admission, he had spent several hours sun-

bathing, wearing only bathing trunks. During this

time he had perspired freely, hut later on experi-

enced chilly sensations. The next morning he devel-

oped a paroxysm of coughing while drinking his

orange juice. Following this bout of coughing, he

developed a poorly localized pressure sensation in

the anterior chest, hut no definite chest pain. Be-

cause he had difficulty in breathing, his physician

was summoned and sent him to the hospital. Imme-
diately prior to the second attack, one week after

discharge from the hospital, he again sunbathed for

1 y2 to 2 hours, perspired profusely and felt chilly.

Again he choked and coughed while eating. He
had similar sensations of inability to get his breath

and pressure in his chest, but not so severe as on

the first occasion. He was put to bed by his physi-

cian, and three days later was seen by one of us

(J.C.H.) and readmitted to the Rhode Island

Hospital.

For several years he had been accustomed to a

great deal of sunbathing, but he never had the pro-

nounced symptoms he had on these two occasions.

Since his final discharge from the hospital, he

has gradually increased his activity and has re-

turned to his usual occupation as a commercial

artist, hut has restricted his work so as to avoid

being put under pressure to meet deadlines or to do

any rush work. Except for one spell of nausea and

faintness, with rapid heart rate when exposed to

FIGURE 3
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GASTROINTESTINAL HEMORRHAGE DURING TREATMENT
WITH RAUWOLFIA ALKALOIDS*

Janis Gailitis, m.d., John B. Nally, m.d.,

Louis E. Burns, m.d., and Robert B. Motola, m.d.

The Authors. Janis Gailitis, M.D., Associate in Medi-

cine; John B. Nally, M.D., General Practice Resident;

Louis E. Burns, M.D., Senior in Medicine; and Robert

B. Motola, M.D., Intern, Newport Hospital, Newport,

Rhode Island.

Although Rauwolfia serpentina and its alkaloids

. are widely used as anti-hypertensive and tran-

quilizing agents, serious side reactions are infre-

quent. However, instances of hematemesis and

melena have been reported, mostly in psychiatric

patients taking high doses of these drugs. 1'4 The
sat’etv of “standard” doses of Rauwolfia prepara-

tions used in the treatment of hypertension has

been emphasized. 5 During the last two years, in a

two-hundred bed community hospital, five patients

with hypertensive and cardiovascular disease, re-

ceiving reserpine or Rauwolfia, developed upper

gastrointestinal hemorrhage. The dosage was with-

in the accepted range, not exceeding 1 mg. reser-

pine daily.

Case 1: A sixty-one-year-old white housewife

was admitted to the hospital on July 6, 1956 for

treatment of high blood pressure and obesity.

Marked shortness of breath and edema of the legs

had developed about seven months previously.

Later the skin of the legs began to break down and

sleeping in a supine position became impossible.

The patient had spent the last five months in a

chair; since January 13, 1956 she had been taking

reserpine, .25 mg.-pyrrobutamine 7.5 mg. (four

tablets daily).

Although there had been little response, this

dosage was continued until the day of admission.

There had been frequent episodes of indigestion

with discomfort in the upper abdominal area, re-

lieved by belching. She was extremely apprehen-

sive. Her weight was estimated to be over 300

pounds. She was unable to sit up or turn in bed.

Blood pressure ranged from 185/85 to 260/110.

Pitting edema and weeping skin lesions of both legs

were observed. The heart was moderately enlarged

and the sounds muffled.

Hemoglobin 1 1.6 gm. per 100 ml., red blood cells

4.4 million per cu. mm. Urinalysis revealed a slight

*From the Department of Medicine, Newport Hospital,

Newport, R. I.

trace of albumen. There were 25-30 red blood cells

per high power field.

Treatment
The patient was placed on an 800 calorie, low

sodium diet
;
reserpine .25 mgs. was given four

times daily.

Her progress on this regimen was unsatisfactory

and death occurred suddenly on July 13, 1956, one

week after admission. The following significant

findings, pertinent to this presentation were re-

vealed at the autopsy : The esophagus, stomach,

and small intestines contained red, clotted blood.

The clots were loosely attached to the inner surface

of the stomach, on which there were a few super-

ficial ulcers, evidence of a diffuse gastritis. Micro-

scopic examination showed a severe, acute hemor-

rhagic gastritis. There was evidence of aspiration

pneumonia (gastric contents and blood).

Comment
This patient, suffering from hypertensive cardio-

vascular disease, developed frequent episodes of

indigestion after treatment with reserpine was

started. Her complaints were not properly evalu-

ated and the rather high dosage of reserpine ( 1 mg.

daily) was continued. Death occurred six months

later from a hemorrhage caused by acute erosive

gastritis.

Case 2: A sixtv-one-year white male entered the

hospital on September 13, 1957 complaining of

hematemesis and abdominal pain. He had suffered

from indigestion for many years. In February 1954

he was admitted to the hospital for treatment of a

duodenal ulcer ; the diagnosis was confirmed by

X-ray studies. On March 2, 1954, .25 mg. of reser-

pine four times a day was prescribed because of

moderately severe hypertension (blood pressure

220 120). His response was favorable and later

the dosage of reserpine was reduced to .25 mg. three

times daily. In January 1956 his blood pressure was

still elevated. Reserpine was discontinued and

reserpine .25 mg.-pyrrobutamine 7.5 mg. three

tablets daily was substituted. This medication was

continued until the day of admission, the dosage

ranging from 1 to 4 tablets daily. He had not fol-

lowed any dietary regimen. Occasionally, he had

taken aluminum hydroxide gel for relief of ah-
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dominal pain. During the last four to five weeks

epigastric pain had been almost continuous and had

increased in severity. There had been several tarry

stools. Three days prior to admission, he vomited

about 500 cc. of blood. Physical examination re-

vealed a pale, lethargic male. Temperature was

100.6 F., pulse 100, respirations 26, blood pressure

200/110 and weight 187 pounds. The heart was

slightly enlarged to the left. There was some epi-

gastric tenderness and muscle guarding. The liver

edge was palpable two finger breadths below the

right costal margin. Hemoglobin was 8.3 gm. per

100 ml. and hematocrit 25 per cent. He was treated

with the Sippy regime. Two days after admission

he vomited 300 cc. of blood. The blood pressure

was 150/90. the skin was cold and clammy and the

NPN was 72 nigs, per 100 ml. Prompt improve-

ment was observed after transfusion of 1,000 cc.

of whole blood. Two weeks after admission. X-ray

studies revealed a duodenal ulcer deformity with-

out a definite crater. The electrocardiogram showed

evidence of an old posterior myocardial infarct.

Conservative ulcer regime was continued. Although

the blood pressure remained elevated, treatment

with reserpine was not resumed.

Comment
Hemorrhage from a duodenal ulcer occurred

while the patient was receiving reserpine for the

treatment of hypertension. Bleeding stopped and

ulcer symptoms subsided with medical manage-

ment. Reserpine was contraindicated because of the

known ulcer history.

Case 3: A seventy-six-year-old white female

was admitted on July 17, 1957 because of hema-

temesis and melena of two hours’ duration. Several

years previously she had been treated for myo-
cardial infarction and high blood pressure. For the

past two years she had received reserpine .25 mgs.

three times a day. There was no previous history

of symptoms related to the gastrointestinal tract.

She was very pale and obese ; the skin was cold

and clammy. The pulse was 100, blood pressure

220/100. She continued to vomit blood and two

hours later the hemoglobin was 8.9 gm. per 100 ml.

and the hematocrit 20 per cent. The NPN was
105 mgs. per 100 ml. Urinalysis was within normal

limits. 5000 cc. of blood were given over a period

of four days. At the end of this time the bleeding

stopped and her condition was greatly improved.

The hemoglobin was 1 1.9 gm. per 100 ml. and the

hematocrit 33 per cent. The NPN was 55 mgs. per

100 ml. X-ray studies, twelve days after admission,

revealed no abnormality of the upper gastrointesti-

nal tract. The electrocardiogram showed evidence

of an old myocardial infarction. Although her blood

pressure remained elevated, treatment with reser-

pine was not resumed.

Comment
Massive upper gastrointestinal hemorrhage in a

patient with hypertensive cardiovascular disease

after prolonged use of reserpine. No premonitory

digestive symptoms. Recovery on medical manage-

ment, following cessation of reserpine therapy.

Case 4: A sixty-two-year-old white male was

admitted on September 26, 1957 because he had

collapsed in his bathroom after passing a tarn-

stool. In falling, lie injured his forehead and left

shoulder. His blood pressure had been elevated for

a number of years. Two years ago be suffered a

cerebrovascular accident that left him with a par-

tial paralysis. At that time reserpine .25 mg., twice

daily was prescribed and this schedule was con-

tinued until the day of his admission. There were

no symptoms related to the gastrointestinal tract.

Physical examination revealed an elderly male in a

state of shock. The pulse was 100 and blood pres-

sure 90/50. There was a three-inch-long laceration

above the left eye, and paresis of the left side of the

face. A few crepitant rales were heard over the

right lung base. The liver edge was palpable two

finger breadths below the right costal margin.

There was no abdominal tenderness. Muscle tone

on the left side of the body was increased and tendon

reflexes were hyperactive. The hemoglobin was

12.7 gm. per 100 ml., hematocrit 40 per cent and

NPN 63 mgs. per 100 ml. He was treated with a

bland diet and blood transfusions. On the day fol-

lowing admission he vomited approximately 500 cc.

of fresh blood. His blood pressure fell to 70/50,

hemoglobin was 8.2 gm. per 100 ml. and hematocrit

27 per cent. 1500 cc. of blood were given over a

period of two days, with marked clinical improve-

ment. The bleeding ceased. On September 30, four

days after admission, X-ray studies of the upper

gastrointestinal tract were carried out. No abnor-

malities were found. Barium enema and a sig-

moidoscopy revealed normal findings. There was
some impairment of liver function. BSP test

showed 20 per cent retention of dye, in 45 minutes.

Total protein was 4.86 gm. per 100 mg., albumen

2.8 gm., and globulin 2.06 gm. per 100 ml. Cepha-

line flocculation 1 1, thymol turbity 2 units, alkaline

phosphatase 5.1 Bodansky units. He was dis-

charged, without bleeding, four weeks after admis-

sion. Although moderate hypertension persisted,

treatment with reserpine was discontinued.

Comment
Upper gastrointestinal hemorrhage after two-

year treatment with reserpine for hypertension. No
previous symptoms related to the digestive system.

Some impairment of liver function, hut no evidence

of esophageal varices. The site of the intestinal

hemorrhage was not found.

Case 5: A sixty-eight-vear-old male was ad-
co ntinned on next page
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mittecl on April 7. 1957 for clinical study. On the

previous day he had become dizzy and faint while

driving a car. At home he had to lie down on ac-

count of weakness. There had been two tarry bowel

movements. He was known to be an extremely ner-

vous individual and suffered from high blood pres-

sure for the past seven years. In 1952 his blood

pressure was recorded as 212/94. He was taking

whole root of Rauwolfia serpentina, 100 mgs.

every twelve hours, since that time. Lately he com-
plained of episodes of indigestion and had been

given antacids, with symptomatic relief. Physical

examination revealed a pale, apprehensive elderly

male. The skin was dry and warm. Blood pressure

was 130/80, pulse 100; the heart was slightly en-

larged to the left
;
an apical systolic murmur was

heard. On palpation there was slight tenderness in

the epigastric area. Hemoglobin was 9.4 gm. per

100 ml.
;
red blood cells 3.6 mill./cu. mm. He was

given a bland diet, sedatives and blood transfusions.

2000 cc. of blood were given during the next three

days. His condition stabilized and the bleeding

stopped. X-ray studies of the upper gastrointestinal

tract, four days after admission, revealed a slightly

deformed duodenal bulb. On April 18, 1957 a sub-

total gastrectomy was performed. An ulcer was
found just beyond the pyloric ring. The pathologist

reported that the ulcer was not included in the

resected specimen and microscopic examination

revealed no significant abnormalities.

Comment
Hemorrhage from a duodenal ulcer in a patient

with hypertension who was receiving whole root

of Rauwolfia serpentina. Xo history of pre-existing

gastroduodenal disease. Recovery on medical man-
agement. Subtotal gastrectomy was performed
later.

Discussion

The sequence of events, as observed clinically, in

these five cases appears to parallel laboratory find-

ings. In dogs, gastric motor and secretory activity

are stimulated by reserpine.6 In man. reserpine

given intravenously, or in large doses orally, has

been shown to increase the volume and acidity of

the gastric secretion. 7 9 Much controversy exists

regarding the effect of reserpine on gastric secre-

tion. when given orally in doses of 1 mg. or less.

In most studies no increase in gastric secretory ac-

tivity was noted.3,9 However, daily doses of reser-

pine of 2 mg. or more, unquestionably augmented
the volume and acidity of gastric secretion.9 Kirs-

ner 12 noted moderate increase in basal gastric secre-

tion in one of eight normal persons receiving 1 mg.

of reserpine per day, orally for twelve weeks. There

appears to be a considerable variation of response to

these compounds. This probably explains why only

occasional patients, receiving standard doses of
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reserpine, show increased gastric secretory activ-

ity. Clinical observations have demonstrated that

the administration of reserpine has been, at times,

associated with reactivation of previously asympto-
matic peptic ulcer. 1 - 10 Hussar and Bruno11 ob-

served three cases of duodenal ulcer developing

during prolonged administration of large doses of

reserpine orally. Copper gastrointestinal hemor-
rhage during treatment with reserpine or Rau-
wolfia has been reported. 1 3 In some instances, this

complication was associated with demonstrable

peptic ulcer
;
in others, the exact cause of the bleed-

ing was not established but acute erosive gastritis

was suspected. Considering the number of patients

receiving Rauwolfia serpentina, or its alkaloids, for

one condition or another, the incidence of upper

gastrointestinal hemorrhage appears to be low. Our
five cases represent twelve per cent of all instances

of upper gastrointestinal hemorrhage not caused

by esophageal varices, which were treated in the

Newport Hospital during the last two years. It has

been said that reserpine given in daily doses of

1 mg. or less does not stimulate gastric secretory

activity and is not associated with the development

or reactivation of a peptic ulcer. Our experience

seems to indicate that even such small quantities of

reserpine, when administered for prolonged periods

of time, may precipitate these complications and

upper gastrointestinal hemorrhage. The side effects

caused by Rauwolfia alkaloids should be remem-
bered whenever these drugs are prescribed for

long-term treatment. Even small doses may pro-

duce dangerous complications in susceptible in-

dividuals. The indiscriminate use of these agents

should be discouraged. They seem to be contra-

indicated in patients with known, or a suggestive

history of peptic ulcer disease. When used for the

treatment of hypertension, the smallest effective

doses should be employed, as a rule not in excess

of .25 mgs. reserpine daily. Patients receiving Rau-

wolfia alkaloids should be closely observed for the

appearance of digestive symptoms suggesting the

development of peptic ulcer or gastritis. If such

symptoms occur, a regimen of diet and non-

absorbable alkali should be prescribed to neutralize

gastric acidity. Since anticholinergic compounds

do not seem to counteract the reserpine induced

gastric hypersecretion, reliance on them alone for

protection is inadequate. If “indigestion” persists,

the dosage of Rauwolfia alkaloids should be re-

duced or, if possible, these agents should be omitted.

In every case of upper gastrointestinal hemorrhage,

inquiry about treatment with Rauwolfia drugs

should be made. If the patient has a history of

hypertension, it is very likely that these compounds

have been used. If upper gastrointestinal hemor-

rhage develops during treatment with Rauwolfia

alkaloids, medical management should be favored,
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especially if there is no demonstrable ulcer. The
fact that the administration of these drugs in stand-

ard oral doses, is associated with gastrointestinal

hemorrhage only in an occasional patient, indicates

that individual susceptibility is an important deter-

mining factor.

SUMMARY
Five cases of upper gastrointestinal hemorrhage

occurring during treatment with Rauwolfia alka-

loids are presented. A causal relationship is sug-

gested. The dosage was within the accepted range

for alleviation of hypertension. The existence of an

individual susceptibility to these alkaloids is pos-

tulated.
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MYOCARDIAL INFARCTION ASSOCIATED
WITH SUN BATHING

concluded from page 545

the odor of paint and turpentine in a hot studio, he
lias to date had no symptoms referable to his heart

or to any organ system. He has felt well and doesn’t

tire unduly. Electrocardiographic tracings have
shown no further myocardial damage (Figure 3)
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but a persistent abnormality, suggestive of ven-

tricular aneurysm is present.

Discussion

Two myocardial infarctions occurred in rather

rapid succession, in an otherwise healthy, rela-

tively young man. Each followed oppressive seden-

tary exposure to the sun. This, by no means, indi-

cates that the sun exposure was the determining

factor in causing coronary occlusion. However, the

time relationships appear to suggest that it may
have been.

That such exposure might be a significant factor

is further suggested by the observations already

cited: 1. Ferris’ statement that certain blood

changes, including hemoconcentration, occur in

man under conditions of exposure to excessive heat.

2. Motta’s experiments revealing that rabbits ex-

posed to overheating, showed EKG changes indica-

tive of, among other disturbances, disturbance of

coronary circulation. 3. Metz’s description of

comparable changes occurring in man following a

long march in hot weather. 4. Heyer's observa-

tion in Dallas, Texas, that myocardial infarction is

more common in the hottest months of July and

August than in the cooler months of the year.

It appears to us that our case, taken in conjunc-

tion with the experimental and clinical observations

mentioned, gives suggestive evidence that pro-

longed bare exposure to extreme heat from the sun,

even without physical exertion, predisposes certain

individuals to the development of myocardial in-

farction. Whether this predisposition might he a

result only of the heat generated in the body or

whether there are also some other effects from the

sun’s rays that might produce undesirable blood

changes is not clear. Whatever the factors may or

may not be, we know of no beneficial effects from
deliberate, prolonged sedentary sunbaking of the

human body that warrant continuation of such a

practice. This does not imply that moderate sun-

bathing is detrimental.

We hope that other observers will be on the

lookout for further evidence that may confirm or

negate our suspicion.
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ADJUNCTIVE SURGERY IN SUPPORT OF RADIATION THERAPY

FOR CARCINOMA OF THE CERVIX

Henry C. McDuff, Jr., m.d.

The Author. Henry C. McDuff, Jr., M.D.. of Provi-

dence. Surgeon-in-chief, Department of Gynecology,

Rhode Island Hospital.

T he Rhode Island Hospital has been vitally

interested in the treatment of cancer of the cer-

vix for more than thirty Years.

Our interest in, and concern for this subject was
initiated by Dr. Herman Pitts and Dr. George
Waterman in 1922. At that time they established

the Gynecological Tumor Clinic. In 1925, Dr. Pitts,

then Director of Gynecology, visited Dr. Donald-

son’s clinic in London and saw there at firsthand,

and for the first time, the use of long interstitial

needles for the treatment of cervical cancer. He
obtained a supply of these needles and began the

treatment of this disease in Providence the follow-

ing year. Four years were required to develop an

acceptable technique and to become aware of the

physical factors of radiation. In 1926 the method of

interstitial radium application, as practiced in our

hospital today, was first definitely standardized.

During the last thirty years several changes have

been made in dosage and filtration ; we have added

deep X ray and lower mid-line lead screening and

further we have repeatedly devoted ourselves to

maximum treatment in one application with pro-

traction as our protector. All of these changes have

led to improvements in five-year salvage, and we
now have a series of close to 1500 patients to report

who were treated by this method.

These needles are a variation of the old French

or Belgian needles, and they satisfy all of the re-

quirements of Regaud’s Paris clinic in that they

are long, of low intensity, heavily filtered, and so

calibrated as to deliver a cancericidal dose in 168

hours. They are thin-shanked, with an external

diameter of 1.65 mm. (about the size of a 17-gauge

intravenous needle), and have trocar tips which,

when dulled after their initial use, are never re-

sharpened. W e believe that this protects the con-

tiguous pelvic viscera, the large pelvic vessels and

the ureters. The hub contains an eye through which

a stainless steel leader is threaded, and these are

held in place by a crushed lead shot. This prevents

the needles from slipping up beyond the vaginal

mucous membrane after their insertion.

The 3 mgm. needles are 60 mm. long with an

active length of 45 mm. They are filtered with 0.5

mm. of platinum and contain .66 mgm/radium per

cm. of active length. The 2 mgm. needles are 44

mm. long with an active length of 30 mm. They,

too, are filtered with 0.5 mm. of platinum and also

contain .66 mgm. of radium per cm. of active length.

We use also a central cervical applicator which

is 52 mm. long with an active length of 40 mm.
It is carried in a Monel metal sheath and is filtered

with 0.5 mm. of platinum, and contains 20 mgm
radium.

All of our cases are classified according to the

League of Nations standards as modified in 1950.

The classification is usually recorded by the first

senior clinic man to examine the patient, and in

cases of controversy, the lower staging is chosen.

On occasion, patients are examined in the operating

room
;
this is necessarv usually because of tender-

ness, nulliparity and exogenous obesity.

The technique of insertion of the capsule and

needles has been previously described by Dr. Pitts

and Dr. Waterman, and our usual dosage varies

between 6000 and 9000 mgm/hr. We treat the

disease and not the pelvis as does Dr. Corscaden,

and for this reason, since we have no radiation

physicist, it is difficult to apply our insertion to

standard isodose charts and report our figures in

gamma roentgens. In 1942, Quimby and Nolan

calculated isodose levels for one of our cases. The

dose delivered to the central cervix was 15.000 r,

to the medial parametrium 7,000-9,000 r. and to

the lateral parametrium 4,000-6,000 r. Adequate

dosage, then, was delivered to all save the lateral

parametrium, and the pelvic wall or Tod's Point B
would, by our methods, receive even less effect.

It is now fairly well acknowledged that deep X
ray. even by conventional dosage, can destroy cancer

in the pelvic lymph nodes and we use this additional

method of treatment routinely. We mention the

effectiveness of conventional X ray here because of

the comparison of a small recent series of ours with

Dr. Howard Taylor’s in New York. In our series

extra-peritoneal node dissections were done at the
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FIGURE 1

Comparison of five-year survival rates of 677 consecu-
tive cases of carcinoma of cervix treated at Rhode Island

Hospital during years 1933-1951

100
COMPARISON OF THE FIVE YEAR SURVIVAL RATES OF bJJ CONSECUTIVE CASES OF

CARCINOMA OF THE CERVIX TREATED PRIMARILY AT THE RHODE ISLAND HOSPITAL
DURINC THE YEARS 1933-1951

A 229 CASES TREATED 1933-1938

B 213 CASES TREATED 1939-1944

C 235 CASES TREATED 1945-1951

STACE II STAGE III STAGE I - IV

• 1939 ms 19 J 3 19 39 1945 1933 1939 1945
to to to to to to to to

1944 1951 1938 1944 1951 1938 1944 1951

time when interstitial radium was applied. Our
positive node recovery was 28%. In I)r. Taylor’s

series, the node dissections were done following

full radiation and his positive node incidence was
only 2%.
We are still a radiation-minded clinic, but we are

not unmindful of the benefits of surgery in the

treatment of cervical cancer. We mention this par-

ticularly in consideration of our recent survival

figures. Figure 1 was prepared by Dr. Sumner
Raphael in his recent evaluation of our statistics.

It records the cases treated from 1933-1951, broken

down into six-year segments, for ease of reporting.

It shows a consideration of salvage in LON, Stages

I, II, III, and our composite series. We have no

Stage IV cases living and available for five-year

report. The improvement in over-all salvage from
1933-1938 to 1939-1944 is clearly shown. We are

also proud of our recent five-year survival figures,

but we are at the same time a little disappointed

that the same increment of improvement was not

seen. It appeared possible that we might be reach-

ing an end-point in our radiological titration, at

least with the methods currently at our disposal,

namely, interstitial radiation and conventional 250
KV X ray. Supravoltage rotation therapy will

soon be available to us, but since it is not available

at the present time, we must look elsewhere for

improvement. With this in mind, it was the decision

1933 1939 1945 193

to to to to
1938 1944 1951 193t

of our Tumor Clinic, about five years ago, to em-
bark on a program of surgery in support of radia-

tion. This is not a new or original contribution with

us
;
other and larger clinics are doing the same

thing
;
Dr. Howard Taylor at the Presbyterian

Hospital in New York, and Dr. Robert Kimbrough
at the Graduate Hospital, the University of Penn-
sylvania. to mention just two.

This study, then, embraces an eight-year period

from January, 1950, through December, 1957, dur-

ing which time 371 new cases of cervical cancer

were processed in our clinic; of this number 141,

or 38%, received some type of surgery in the man-
agement of their disease. Figure 2 shows the five

categories under consideration. 37% were non-

invasive lesions, 17% were elective node dissec-

tions, 25% were radical hysterectomies, 3% pelvic-

exenterations, and 17% miscellaneous procedures.

Figure 3 illustrates the fact that the main surgical

attack on the invasive cancers was directed towards
the more favorable cases, principally Stage I and
Stage II. Also illustrated here is the fact that in

70% of the cases surgery was the primary con-

sideration, and in the remaining 30% it was secon-

dary to radiation.

FIGURE 2

Methods of treatment employed in 141 operatively
selected cases

Recent use of surgery in

support of radiation for cervical cancer

1950-1957

Total Cases 371-100%
Total Cases Operated 141 —37.7%

Treatment No. Cases % Operated Cases

Ca.-in-situ 52 36.8%
Pelvic node dissection

T ransperitoneal 5 3.5%
Extraperitoneal 20 14.2%

Radical hysterectomy

with node dissection 36 25.5%
Pelvic exenteration

Total 3 2.1%
Posterior 1 .7%

Miscellaneous 24 17.0%

Total 141 100%

FIGURE 3

Clinical staging of cases selected for surgery

Recent use of surgery in

support of radiation for cervical cancer

Stage Primary Secondary Total

0 52 52—36.9%
i 31 8 39—27.7%

ii 11 22 33—23.4%
iii 1 10 11— 7.8%

iv 1 5 6— 4.2%

Total 96 45 141— 100%

continued on next page
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FIGURE 4

Carcinoma-in-situ, Rhode Island Hospital experience
1950-1957

Age Span 24-61 yrs.

Average Age 40.3 yrs.

Management No. Per Cent

Conization 4 7.7%
Cervicectomy 2 3.9%
Amputation of cervix 2 3.9%
Vaginal hvsterectomy 4 7.7%
Extended abdominal hysterectomy 7 13.4%
Hvsterectomv, routine

Hysterectomy with unilateral

4 7.9%

salpingo-oophorectomy

Hysterectomy with bilateral

9 17.3%

salpingo-oophorectomy 19 36.5%

Radical hvsterectomv 1 1.9%

Total 52 100%

23 cases with residual ovarian function

Results: 51/52 survivors 3 mos.-8 yrs.

1 died, murder
;
no disease at autopsy

Fifty-two of these cases were non-invasive le-

sions (Figure 4) which were managed in a variety

of ways. Only one of these patients escaped with

an intact reproductive system, and only twenty-

three have preserved ovarian function. Since our

average age in this group is forty years, we believe

that a higher percentage of patients should have

their ovaries preserved. There was one death.

Our experience with the transperitoneal node

dissection is limited (Figure 5). All of these pa-

tients were screened for more extensive surgery,

because of the finding of pelvic disease, independ-

ent of and remote from, the cervical lesion. In all

instances, the suspected area was benign, and a

transperitoneal node dissection was done in con-

junction with some other minor abdominal surgery.

FIGURE 5

Transperitoneal node dissections

1950-1957

Age Span 34-60 yrs.

Average Age 48.4 yrs.

All cases treated with radium 7224-9295 mgm/hrs.
*2 Cases received X ray following node surgery

Follow-up 3-4.5 yrs.

r rimary Secondary Total

Stage No. Survival No. Survival No. Survival

i 1 1 1 1—100%
ii *2 1 *2 2 4 3— 75%

Total 3 2 2 2 5 4— 80%

All Cases Revealed Negative Nodes

1 primary case died of overwhelming sepsis
;
autopsy

revealed uncontrolled disease in left parametrium

Three of the patients represented primary treat-

ment, and the remaining two were secondary. One
was a Stage I case, and the remaining four were

Stage II. All showed negative nodes. There was

one death. This occurred in a Stage II case who
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developed a severe pelvic abscess with overwhelm-
ing sepsis. X rays showed evidence of hone de-

struction
;
autopsy revealed a chain of uncontrolled

disease in the left parametrium. One of these pa-

tients was very interesting. She had an advanced
Stage II B lesion and received a large dose of ra-

dium and X ray. She developed rectal bleeding,

tenesmus, and a pelvic mass. Operation revealed

advanced radiation fibrosis and a transperitoneal

node dissection was done in conjunction with a

colostomy. After one year the colostomy was
closed

;
the patient has remained asymptomatic and

free of disease since that time.

Our preferred approach to the pelvic lymph
nodes is by Xathanson's extraperitoneal operation

(Figure 6). Twenty of our cases were managed in

this way, 12 as primary treatment and eight secon-

dary. There were nine Stage I cases, all with nega-

tive nodes, 10 Stage II cases, six of which showed
positive nodes, and one Stage III case with positive

nodes.

FIGURE 6

Extraperitoneal pelvic node dissections

Age Span 28-65 yrs.

Average Age 48.3 yrs.

All cases received radium 7392-9576 mgm/hrs.
*4 Cases received X ray following node surgery

Follow-up 7-29 mos.

Stage

Primary
No. Survival

Secondary

No. Survival No.
Total

Survival

i 7 7 2 2 9 9—100%
ii *4 4 *6 4 10 8— 80%

iii *1 1 0 0 1 1—100%

Total 12 12 8 6 20 18- 90%

Lymph Node Findings

:

LON i (9) No Positive Nodes
LON ii (10) 6 With Positive Nodes
LON iii (1) Positive Nodes

There were two dramatic complications in this

group, one, inadvertent division of the left external

iliac artery. This was immediately repaired with an

excellent functional result. The other patient de-

veloped a cold, pulseless, marbled right leg imme-
diately after her operation. Re-exploration failed

to reveal any inadvertent injury or ligation, hut the

right external iliac artery was pulseless. Peri-

arterial sympathectomy, right lumbar sympathec-

tomy and embolectomy were carried out and circu-

lation was re-established. The lower leg, however,

never recovered and amputation was necessary

seven days later. This patient has subsequently died

of her disease.

At the time of this report 18 of 20 patients, or

90%, are living. Two, however, have residual

disease. It should be pointed out that these are not

five-year survival figures.

Thirty-six, or 25%, of our cases were treated by

radical hysterectomy and node dissection of the
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Wertheitn type (Figure 7). Twenty-three were

primary procedures, and thirteen were secondary

to radiation. Our decision to elect primary surgery

in these twenty-three cases was for one of three

reasons: (1) adenocarcinoma of cervix, (2) preg-

nancy, or (3) resident teaching. There were

twenty-three Stage I cases
;
six with positive nodes,

10 Stage II cases, five of which showed positive

nodes and three Stage III cases, two with positive

nodes.

FIGURE 7

Radical hysterectomy and pelvic node dissection

1950-1957

Age Span 29-62 yrs.

Average Age 43 yrs.

Follow-up 2 mos.-8 yrs.

Stage

Primary
No. Survival

Secondary

No. Survival No.

Total

Survival

i 20 19 3 2 23 21—91.3%
ii 3 3 7 4 10 7—70%

iii 3 1 3 1—33%

Total 23 22 13 7 36 29—80.6%

Lymph Node Findings

:

LON i (23) 6 With Positive Nodes
LON ii (10) 5 With Positive Nodes
LON iii (3) 2 With Positive Nodes

There have been a few complications in this

group. One inadvertent ligation of the right ex-

ternal and common iliac artery. De-ligation was
carried out within four hours, with a good circula-

tory result. This patient has since died. She showed
an advanced Stage 1 1 disease, with extensive node

and parametrial involvement. Her primary cell

type was adenocarcinoma.

There have been three vesico-vaginal fistulas,

two of which were caused by traumatic sexual

intercourse within one week of discharge from the

hospital. One of these fistulas healed primarily, one

was closed surgically, and the third is waiting for

an attempted repair.

There were seven deaths in this group. Two in

Stage I, three in Stage II, and two in Stage III ;

all had positive nodes, and all died of disease.

Our salvage, at the present time, in this group is

81%; once again these are not five-year survival

figures.

Through December, 1957, we had done only four

pelvic exenterations (Figure 8). Three were total,

and one a posterior exenteration with preservation

of the urinary tract. The one posterior exenteration

should perhaps, not be included. Her primary
disease was in the rectum, but she did have a metas-

tatic involvement of the cervix and vagina. She is

living and well, free of disease, two years since

operation.

All were Stage IV disease, all were treated pre-

viously by X ray and radium. In two of the total

exenterations the ureters were managed by iso-

peristaltic ileal pouches, and in the third by uretero-

colostomy. The last patient died on her forty-third

hospital day, with intestinal obstruction, peritonitis

and uretero-vaginal fistula. The other two patients

have also died
;
one eleven months postoperatively,

of disease, and the second of aspiration following

tube feeding. At autopsy she was free of disease.

In the exenteration group, then, we report one

patient out of four living and well. Again, not a

five-year survival figure.

FIGURE 8

Pelvic exenteration
1950-1957

Age Span 42-70 yrs.

Average Age 53 yrs.

Follow-up 2 yrs.

Primary Secondary Total

Stage No. Survival No. Survival No. Survival

iv 4 1* 4 1—25%

Lymph Node Findings

:

LON iv (4) All With Positive Nodes

^Posterior exenteration living and well, free of disease,

2 yrs.

The remaining twenty-four patients are brack-

eted in a so-called miscellaneous group (Figure 9).

A variety of operations is represented here, in-

cluding pneumonectomy, vulvectomy, colostomy,

colon resection, etc.

Six of these procedures were primary, four ab-

dominal hysterectomies, and two vaginal hysterec-

tomies with four survivals. The remaining eighteen

cases were subjected to surgery as a secondary

consideration with an additional five survivors.

At the time of this report, then, nine of these

24 patients, or 37.5%, are alive; not all of them,

however, are free of disease.

FIGURE 9

Miscellaneous procedures

Age Span 37-83 yrs.

Average Age 54.1 yrs.

Follow-up 2 mos.-8 yrs.

Stage

Primary
No. Survival

Secondary

No. Survival

Total

No. Survival

i 3 2 3 2 6 4— 66.6%
ii 2 2 7 1 9 3—33.3%

iii 7 2 7 2—28.5%
iv 1 0 1 2 0

Total 6 4 18 5 24 9—37.5%

Figure 10 attempts to correlate the survivals in

these various categories. The survival rate in pri-

mary treated cases is 93.7%, which is adjusted to

91% to allow for exclusion of the non-invasive

lesions. Our secondary survival rate is 46.6%.
Considering the primary and secondary cases to-

gether, there are 61 survivors of 89 cases, if we
concluded on next page



554

FIGURE 10

Recent use of surgery in

support of radiation for cervical cancer
1950-1957

Primary vs. secondary therapy
survival total cases

Method of Treatment Primary Secondary

CA.-in-situ 51/52

Transperitoneal nodes 2/3 2/2
Extrajieritoneal nodes 12/12 6/8
Radical hysterectomy 22/23 7/13
Exenteration 1/4

Miscellaneous 4/6 5/18

Total
‘Al " 91/96—93.7% 21/45—46.6%

Invasive 40/44—91%

again exclude the non-invasive lesions ; this gives

us a figure of 70%—not five-year figures.

In any study carried out in our clinic, one fact

is always obvious, that, regardless of other vari-

ables, the clinical stage of the disease is the main

determinant as regards salvage. Figure 1 1 illus-

trates this very well.

FIGURE 11

Recent Use of Surgery in

Support of Radiation for Cervical Cancer
1950-1957

Total Operated Cases 141

Survival according to stage

Stage No. Survival

0 52 51—98.1%
i 39 'j\1g o

ii 33 21—63.6%
iii 11 4—36.4%
iv 6 1—16.6%

Total 141 112—79.3%

SUMMARY
In summary, this has been an evaluation of 141

cases of cancer of the cervix which were selectively

screened for surgery from 1950-1957. This repre-

sents 38% of the total new cases of cervical cancer

seen during this period of time. Fifty-two cases

were non-invasive lesions, all treated surgically

with a 98% survival rate. There were 25 cases of

lymph node dissection with an 88% survival rate.

36 radical hysterectomies with 82% survivals and

four pelvic exenterations with a 25% survival rate.

The remaining 24 cases represented miscellaneous

procedures with a 37% survival rate. Our over-all

survival rate, exclusive of the non-invasive lesions,

is 70%. It must be emphasized again that these are

not five-year survival figures.

Conclusion

Our final conclusion is, that our survivals are

directly proportional to the stage of the disease

when the patient is first seen.
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WHOSE HOOP IS BEING TWIRLED?

(The editors of this Journal have published two
editorials relating to the hospital-surgical provisions
of the proposed social security amendments sub-

mitted to the Congressional House of Representa-
tives in 1957 by Congressman Aime J. Forand of
Rhode Island. Because proponents of compulsory
federal legislation express views with which we are
in disagreement, the editors offer the information
below for the benefit of readers of this Journal.)

* * *

The medical profession of Rhode Island does not

oppose the Social Security Act per sc. It does have

misgivings about its operation, and it does criticize

the continuous efforts of certain political groups to

change the concept of the program into one of state

socialism.

The original act, passed 23 years ago, promised

33 million people permanent insurance coverage

after five years of payments, hut within four years

the lawmakers decided everyone should pay for ten

years instead of five.

The original act guaranteed the taxpayer that he

or his estate would get his money hack with interest

if he did not use it up in annuities. This promise

was kept to a half million beneficiaries, and then

arbitrarily canceled for everyone else.

Both the base taxable amount and the rate have

been altered more on political expediency rather

than on the basis of the realities of the situation.

Congressman Mills’ statements noted below illus-

trate this excellently. Any time the fund ever gets

into trouble—as it is right now—Congress can re-

habilitate it by increasing taxes. Some politicians

and some newspaper editors still call this kind of a

system insurance, yet they would never allow any

insurance company in the nation to operate on such

a basis. Our local largest newspaper speaks of the

record of social security for fiscal stability. Any
government program, federal or state, can continue

its financial stability when it merely has to reach

into the taxpayer's pocket to make up losses in-

curred by its overspending.

What Is the Financial Status of the

Social Security System?

Read what Congressman Mills, Arkansas demo-

crat, and chairman of the committee that considered

the amendments to the Social Security system, told

the members of the House of Representatives in

Congress when he reported to them last July 31 :

Let me digress a moment here, Mr. Chairman, to

explain that under legislation enacted by the Con-
gress in 1956 an Advisory Council on Social Security

Financing was set up and is now studying and pre-

paring recommendations on the financing of the old-

age and survivors’ insurance and the disability insur-

ance program. The council’s report is not due until

the end of this year. The Committee on Ways and
Means looks forward to receiving this report and
expects that the report will be helpful in its evalua-

tion of cost-estimating methods, procedures, and
continued on next page
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policies connected with the investment of the assets

of the old-age, survivors’ and disability insurance
trust funds, and the principles underlying the

financing of the program. In our committee’s opin-

ion, however, the degree to which the old-age and
survivors’ insurance trust fund is out of balance over
the long range and the excess of outgo over income
during the next seven years are matters that demand
immediate action. We believe that the financial

soundness of the social-security program is too vi-

tally important to the American people for us to

delay until another year the action that is clearly

needed to reduce the present actuarial insufficiency.

Mr. Chairman, we were concerned in the com-
mittee with information that came to us to the effect

that if we did not collect any more money for the

system and did not permit anyone in addition to

those presently drawing benefits to be added to the

rolls, and only paid benefits to those presently draw-
ing in accordance with the provisions of existing law,

that the fund, even though it is now 22 billion dol-

lars, would lack 65 billion dollars of meeting these

present obligations to those now drawing benefits.

In addition, Mr. Chairman, we were told that

under the provisions of existing law, despite a sched-

uled increase in taxes in I960 and again in 1965, for

a period of the next seven years, including this pres-

ent calendar year, we would pay out of the social

security trust fund more in each year than we would
take into the fund—to the total of some 4 billion

dollars more paid out than taken in in these seven
years. Up to 1958, Mr. Chairman, as all members
know, we have succeeded in taking into the social

security trust fund more each year than we have paid
out. We were also reminded, Mr. Chairman, of the
fact that over the course of several years prior to

1950 we had not permitted the tax-rate increases

that had originally been levied for this purpose to

go into effect and to rise in accordance with the
original legislation. We were told that had we per-

mitted those original tax increases to go into effect

the combined total payroll tax for this purpose today
would be 6 per cent tax instead of the present rate

of 41/2 per cent, and that we would not be in the

position we are in under existing law of paying out
of the fund more than we take in for an immediate
period of seven years.

* * *

When we first enacted this program, Mr. Chair-
man, it was anticipated it would be completely in

balance and there would be some on the plus side;

but in view of all I have discussed, the failure on the

part of the Congress earlier to permit the tax rates

to rise in accordance with the original intention, ir-

respective of the fact that from time to time we have
increased the benefits, we find ourselves now in the
position where if we do not take action we can look
forward to the time when we will not take into the
fund the amounts of money that will be required to

pay the benefits that are presently contemplated un-
der existing law. Under these circumstances, unless
something is done, there will be no other recourse
than to dip into the general funds of the treasury for

those amounts.
Think of what that may mean. There are only 12

million today who are drawing benefits, but there
are 75 million additional people who are now cov-
ered by social security who at some time or other in

the future will be eligible for these benefits.

* * *

W hen we questioned the operation of the De-

pendents’ Medical Care Program a year ago, we
drew criticism that was unwarranted. Yet within

the year the same type of actuarial thinking that

appears to permeate many of our federal tax pro-

grams proved far from sound, and the Medicare
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budget of seventy million dollars was overspent by
twenty million, even with strict supervision by the

authorities representing the armed services. Con-
gress cut back the Medicare appropriation, and
when it finally permitted it at the 70 million-dollar

figure for this year it imposed strict regulations to

reduce the use of civilian hospitals and physicians,

and to put the beneficiaries of the program into gov-

ernmental facilities for their care. The right of free

choice was indeed short-lived. And it could have as

brief an existence under any other tax-controlled

medical care program, administered under social

security or any other federal agency.

But, Say the Proponents of the

Social Security Health Proposal,

Federal Control of Medicine Is Not Permitted
Such is the cry of the proponents of the legisla-

tion, and some newspaper editors have been quick

to uphold the contention that the Forand bill, for

example, specifically provides that there shall he no

government control of the practice of medicine.

Doesn’t it say so in the law? Section 226(d)(8)
states

:

“Nothing in such agreements or in this act

shall be construed to give the Secretary super-

vision or control over the practice of medicine

or the manner in which medical sendees are

supervised.”

But what is the practice of medicine?

Does it not include fair compensation for serv-

ices rendered? Does any man practice his profes-

sion, or engage in his work, without consideration

of payment for his services as he shall deem their

value? When a third party determines the compen-

sation, on its terms, does it not interfere in the

practice of that profession?

After including the generalization noted above in

the legislation, a generalization that infers no inter-

ference whatever in the over-all practice of medi-

cine, the proposed law includes the following in-

teresting provisions which could be greatly ex-

panded by administrative regulation, just as was

done with the Medicare law

:

“SEC. 226(a)(5) The provisions of Section

205 relating to the making and review of deter-

minations shall be applicable to determinations

as to whether the costs of hospital, nursing

home, and surgical sendees furnished an in-

dividual may be paid for out of the Federal Old

Age and Survivors’ Insurance Trust Fund
under this subsection, and the amount of such

payments.”

* * *

“SEC. 226(d)(7) The Secretary shall enter

into agreements with qualified providers of

surgical sendees as defined in paragraph (2) of



EDITORIALS 557

subsection (c). Such agreements shall stipulate

that the rate of payment agreed on shall con-

stitute full payment for these sendees. Such

agreements may be made until any qualified

individual, or with any association or organ-

isation authorised by the surgeons, dentists, or

physicians to act in their behalf.”

* * *

“SEC. 226(c) (2) Any individual referred to

in paragraph (1) and (2) of subsection fa)

may. with respect to the surgical sendees for

which payment is provided by this section,

freely select the surgeon of his choice, PRO-
VIDED that the surgeon is certified by the

American College of Surgeons except that

such certification shall not be required in eases

of emergency where the life of the patient

would be endangered by any delay, or in such

other cases where such certification is not prac-

ticable, and except that, in the case of oral sur-

gery, such individual may select a duly licensed

dentist.”

%

“SEC. 226 (c ) (3 )
Regulations under this sec-

tion shall provide for payments (in such

amounts and upon such conditions as may be

prescribed in such regulations) to ...(B) phy-

sicians for surgical services rendered by physi-

cians not certified by the American Board of

Surgery or not members of the American Col-

lege of Surgery.” (Underscoring added.)

* * *

“SEC. 226(d)(9) Except to the extent the

Secretary has made provision pursuant to sub-

section (h) for the making of payments to hos-

pitals and nursing homes by a private nonprofit

organization or for the making of payments to

physicians, dentists, and surgeons by their

designated representatives, he shall from time

to time determine the amount to be paid such

provider of service under an agreement with

respect to services furnished . . . .” (Under-

scoring added.)

* * *

Add to these stated provisions the many ramifica-

tions of the law possible by administrative regula-

tion, such as were generated by the Department of

Defense in amplifying the law providing benefits

for the dependents of armed services personnel,

and the supervision and indirect control of the prac-

tice of medicine is an achieved result.

What's Wrong, Then, With the Voluntary

System?

Actually, there is nothing wrong with the ex-

traordinary development of voluntary health in-

surance in this country in the past decade. As a

matter of fact it is one of the brightest achievements

in a society that is saturated with false senses of

security by political and social planners.

As we reported previously, our voluntary Rhode

Island Blue Cross and Physicians Service plans

have the highest enrollment in the nation, and in

that enrollment are approximately 66,000 of the

reported 80,000 residents over the age 65. While

admitting that record is outstanding, one of our

most voluble critics emits a loud cry of “what about

the 14,000 people who are not protected?”

For the record, let it be stated that our latest

report showed 7,200 of these people to be getting

not only hospital and surgical care, but medical care

also, and to whatever extent needed, through the

state public assistance program which Rhode Island

doctors greatly subsidize. An additional 1,500 are

housed in state institutions, other than penal, and

are getting complete medical care. We would like

to believe, also, that there are still some residents

who have purchased adequate insurance coverages

or have sufficient income, after a lifetime of work,

to insure them of the costs of any necessary medical

attention they may need in their old age.

Our critic is aghast that we suggest that any

segment of the population may have recourse to

charitable organizations for such aid. Instead, he

upholds Mr. Forand’s proposal whereby everyone

would surrender his right to provide for his needs,

public assistance would be scrapped, and everyone

would be happy under a compulsory taxation pro-

gram, with the federal government calling the tune.

An enforced savings plan for a segment of the

population that cannot, or will not make provisions

for its needs, whether for old age or in general,

may be justifiable by some standards, in spite of

the abuses and shortcomings it presents. But to

insist that the remainder of the population be in-

cluded by compulsion in the same scheme is in-

defensible.

ACCIDENTS IN THE HOME
The number of injuries and deaths from acci-

dents in the home is increasing, according to the

Home Accident Survey made by the Rhode Island

Department of Health in co-operation with the

Hospital Association of Rhode Island. The survey

indicates that many, if not most, of these accidents

are preventable. During a twelve-month period,

nearly 14,000 home accident cases were seen in the

accident rooms of hospitals throughout our state.

In the year 1956, 128 people died from accidents

occurring in the home ; 78% of these deaths were

due to falls. An analysis of deaths in Rhode Island

shows that accidents, exclusive of those due to

motor vehicles, are the leading cause of death in the

age group 1 to 14 years and in the age group 20
concluded on next page
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CATHOLIC CHARITIES NIX
FEDERAL HANDOUTS

Apparently concerned over the Santa Claus an-

tics of Congress in the field of Social Security,

Msgr. John O'Grady, secretary of the National Con-
ference of Catholic Charities, said the over-all re-

lief programs "represent the welfare state in its

most complete form.”

The monsignor added that "at this time, we are

not sympathetic about having the Federal Govern-
ment enter the field of hospital and medical group
insurance. We believe that it brings the Federal
Government too close to the problems of family
life. It is an entire departure from the objectives
of a social insurance program.”

. . . Newsletter, California Medical

Association

PART-TIME CONTRACT SURGEON
WANTED

1. Headquarters, 4th Msl Bn (NIKE
AJAX) 68th Arty. Coventry, Rhode Island,

is interested in obtaining a part-time contract

surgeon to service military personnel and

their dependents assigned to Btry C and Btry

D of this battalion located at Slatersville and

Foster Center, Rhode Island, respectively.

2. To he eligible for employment as a con-

tract surgeon, the candidate must he a grad-

uate of a medical school legally authorized to

confer the degree of Doctor of Medicine. The
candidate must also he a licensed practitioner

in good standing and must possess acceptable

moral, professional and physical qualifica-

tions.

3. Persons interested and wanting further

information as to the duties of the position

may obtain same by contacting one of the fol-

lowing persons

:

Lt. Col. Lon R. Dickson
Commanding Officer

4th Msl Bn (NIKE AJAX) 68th Arty

Coventry. Rhode Island

Telephone

:

EXpress 7-3674

Major Edgar A. Tucker, MC
Post Surgeon

L'.S. Army Dispensary, Boston Army Base

Boston 10, Massachusetts

Telephone

:

Liberty 2-6000, Extension 123

2/Lt. Edward N. Conroy
Medical Service Officer

4th Msl Bn (XIKE AJAX) 68th Arty

Coventry, Rhode Island

Telephone: EXpress 7-3672

to 29.

From February 1. 1956 to Januarv 31. 1957,

13.277 persons were injured; for these the most
dangerous locale was the yard (3,534). the kitchen

(3.049), and the bedroom (1.155), followed by the

living room (905), the inside stairs (795), the

bathroom (504 ). and the cellar (475 ).

Men were injured more often than women

;

there were 7.235 men and 6.042 women. It is of

interest to note that children were injured more
frequently than were adults. From the first to the

fifteenth year there were 7,575 ;
from the fifteenth

to the fortieth, 2,825.

Graded as to their severity, the major accidents

occurred in the kitchen (242), the yard (234 ) , and

the bedroom ( 153).

When one reflects that this Home Accident Sur-

vey records only those cases which were cared for

in the inpatient or outpatient departments of hos-

pitals and does not record those many other cases

which did not seek hospital care, it is clear that

home safety is an important matter of public

health. Everyone knows that the toll of the road is

serious, hut perhaps not many of us are as acutely

aware as we should he that the toll of the home is

no less serious.

ANNUAL PHARMACY CLINIC

The announcement of the first of an annual series

of pharmacy clinics to he conducted by University

of Rhode Island faculty and outstanding guest

speakers warrants attention equally hv physicians

as by pharmacists.

For many centuries medicine and pharmacy were

inseparable, and it was not until the German Em-
peror Frederick II. in 1242. decreed independent

regulation of the practice of pharmacy in the king-

dom of the two Sicilies that the two distinct

branches of the healing arts developed as we know

them today.

The two-day series of lectures to he held at

Kingston on November 18 and 19 will aim to pro-

vide the physician, the pharmacist, the dentist and

the veterinarian with an opportunity to learn of

recent developments in pharmacotherapy, the lat-

est regulations governing the use. handling, pre-

scribing and dispensing drugs, and the current

economic issues affecting the professions devoted

to the healing art.

The program of lectures is published on page 582

of this issue of the Journal. The University of Rhode

Island, through its College of Pharmacy, extends

an invitation to every member of the Rhode Island

Medical Societv to attend the sessions as its guest.

W e hope the invitation will be accepted by many.
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the clinical results are positive when

restores positive nitrogen balance

The anabolic effects of Nilevar are quickly manifest both to the patient

and to the attending physician.

When loss of nitrogen delays postsurgical recovery or stalls

convalescence after acute illness and in severe burns and trauma,

Nilevar has been found to effect these responses:

• Appetite improves • The patient feels better

• Weight increases • The patient recovers faster

Similarly Nilevar helps correct the “protein catabolic state” associated

with prolonged bed rest in carcinomatosis, tuberculosis, anorexia nervosa

and other chronic wasting diseases.

Nilevar is unique among anabolic steroids in that

androgenic side action is minimal or absent in appropriate dosage.

Nilevar (brand of norethandrolone) is supplied as tablets of 10 mg. and

ampuls (1 cc.) of 25 mg. The dosage for adults is 20 to 30 mg. daily in single

courses no longer than three months. For children the daily dosage is 0.5 mg.

per kilogram of body weight, in single courses no longer than three months.

s
Research in the Service of Medicine.

G. D. SEARLE & CO., CHICAGO 80, ILLINOIS
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'analba Capsules, bottles of 16 and 100
apsules. Each capsule contains:

anmycin phosphate (tetracycline phosphate
omplex) equivalent to tetracycline hydro-
hloride 250 mg.
Ibamycin (as novobiocin sodium). . .125 mg.

. Panalba KM ft Flavored Granules. When
Jfficient water Is added to fill the bottle,
ich teaspoonful (5 cc.) contains:

anmycin (tetracycline) equivalent to tetra-
ycline hydrochloride 125 mg.
Ibamycin (as novobiocin calcium). .62.5 mg.
otassium metaphosphate 100 mg.

'osage:

analba Capsules
isual adult dosage is 2 capsules q.i.d.

analba KM Granules
or the treatment of moderately acute infec-
ions in infants and children, the recom*
landed dosage is 1 teaspoonful per 15 to
0 lbs. of body weight per day, administered
1 2 to 4 equal doses. Severe or prolonged
ifections require higher doses. Dosage for
dults is 2 to 4 teaspoonfuls 3 or 4 times daily,
epending on the type and severity of the in*

ration.
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THE WASHINGTON SCENE

Quarterly Legislative Review Issued by the Washington Office

of the American Medical Association

'T~1 he second session of the 85th Congress, beset

with space age and other problems and operat-

ing in the charged atmosphere of an election year,

found time to take up an unusual number of bills

of interest to medicine. It passed more than a dozen,

lust as notable were two bills that did not pass.

While the Forand hill for a hospitalization program

under social security failed to clear the House Ways
and Means Committee, the committee did order the

Department of Health, Education, and Welfare to

make a thorough study of the problem of financing

medical care of the aged, with emphasis on use of

social security. Because the report is due by next

February 1 . the basic issue is almost certain to come

to the front again early in the new Congress. An-

other major issue left hanging was that of tax-

deferment on annuities for the self-employed—the

Keogh hill. It went through the House by an over-

whelming vote and won the support of 32 Senators,

two factors that suggest it may he enacted next

year.

In the following pages we review briefly the pro-

visions of all major health hills enacted in both

sessions of the 85th Congress, and outline the pros-

pects for the more important measures that were

left by the wayside.

Medicare Appropriations

(Public Law 85-724, Aug. 22)

Congress took a long look at the medicare pro-

gram, now nearing its second anniversary, and

decided that the civilian phase of the program had

to he curtailed in favor of greater use of military

facilities. The House first trimmed $10.2 million

from an admittedly slim budget of $70.2 million,

and then wrote into the Defense Department ap-

propriation a section that would have prevented

the services from asking for any supplemental ap-

propriation for the entire fiscal year or using other

funds. When it reached the Senate, Medicare and

Defense officials joined with the American Medical

Association and others in a plea for restoration of

funds and elimination of the destructive section.

This was accomplished through an amendment

sponsored by Senator Knowland (R.. Calif.). In

the ensuing conference, language was written in a

report which, while not having the full force of law,

nonetheless directed the military to start cutting

back on some aspects of civilian medicare. To this

end, the Office for Dependents Medical Care an-

nounced new restrictions effective this fall. They
are aimed at higher military facilities utilization,

such as requiring dependents living with sponsors

to use military resources unless they are not avail-

able.

Social Security Amendments
(Public Law 85-840, Aug. 28)

As it has done every election year since 1950,

Congress again amended the Social Security Act.

It increased Old Age, Survivors and Disability In-

surance benefits by 7%, in response to demands that

benefits keep pace with the cost of living. It pro-

vided an additional $197 million for public assist-

ance recipients, and gave states greater flexibility

in use of federal funds for financing the medical

care of the aged, blind, the disabled and dependent

children. To finance the liberalizations, the law in-

creases the taxable base from $4200 to $4800 of

gross employment earnings and raises the tax in

1959 from 2)4% to 2)4% for the employer and

employee, and from 3)4% to 3)4% for the self-

emploved. Additional increases are scheduled for

1960, 1963, 1966 and 1969. By 1969, the self-

employed will he paying 6)4% of earnings.

Congress left the door ajar for consideration by

the next Congress of hills using the social security

system to provide hospital and medical care for

OASDI beneficiaries. An articulate minority

wanted this enacted this year via the proposal of

Rep. Aime Forand (D., R.I.), but Congress de-

cided against it. However, the House Ways and

Means Committee directed the administration to

make a study and report by next February on the

various possibilities for financing medical care for

the aged, with particular emphasis on the possible

practicability of increasing OASDI taxes and us-

ing the money to purchase health insurance on

retirement. The A.M.A. took a strong stand against

using the social security system to provide such

care, viewing it as a beginning of national compul-

sory health insurance.
continued on page 564
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SUPPLIED:

CAPSULES contain 250 mg. tetracycline HCI
equivalent (phosphate-buffered) and 250,000 units

Nystatin. ORAL SUSPENSION (cherry-mint fla-

vored) Each 5 cc. teaspoonful contains 125 mg.
tetracycline HCI equivalent (phosphate-buffered)

and 125,000 units Nystatin.

DOSAGE:
Basic oral dosage (6-7 mg. per lb. body weight per

day) in the average adult is 4 capsules or 8 tsp.

of ACHROSTATIN V per day, equivalent to 1 Gm.
Of ACHROMYCIN V.

*Trademark tReg. U. S. Pat. Off.

Combines Achromycin V with Nystatin

Achrostatin V combines Achromycini V...the

new rapid-acting oral form of AcHROMYCiNt Tetra-

cycline ... noted for its outstanding effectiveness

against more than 50 different infections... and

Nystatin... the antifungal specific. Achrostatin

V provides particularly effective therapy for those

patients who are prone to monilial overgrowth

during a protracted course of antibiotic treatment.

LEDERLE LABORATORIES Division, AMERICAN CYANAMID COMPANY, Pearl River, New York
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White House Conference on Aging
(Signed Sept. 2, Awaiting P.L. No.)

The President is instructed to call a White House
Conference on Aging in January, 1961, by a meas-

ure passed late in the session. This national meet-

ing will bring together federal, state and local lead-

ers working in the field of aging. Their objective

:

to arrive at facts and recommendations on the

utilization of skills, experiences and energies, and

the improvement of the conditions of older people.

A final report would be submitted to the President

within 90 days after the conference. A series of

state-organized meetings would precede the 1961

conference. To help the states finance these meet-

ings, the law provides up to $15,000 a state with a

minimum of $5,000. These figures, reduced from

the original $50,000 per state, were used with the

anticipation that states would also participate sub-

stantially in the financing. The A.M.A. gave this

legislation its full support
;
author of the hill was

Rep. John Fogarty (D., R.I.).

Chemical Additives in Food
(Awaiting Presidential Signature)

In an eleventh hour action, the Senate passed a

House-approved bill on the last day of the session

which prohibits use of chemical additives in foods

until their pre-testing has been approved by the

Food and Drug Administration. Elaborate pro-

visions are made for appeals to federal decisions.

Health Appropriations
(Public Law 85-580, Aug. 1

)

In response to appeals from a number of sources,

the 85th Congress set a new high in money voted

for the Department of Health, Education, and

Welfare, particularly for the U.S. Public Health

Service. The latter now is spending at the rate of

close to three quarters of a billion dollars a year.

Last year P.H.S. received from Congress approxi-

mately $562 million ; this year’s total is $745,747,-

000. Members of Congress find it difficult to vote

against more funds for medical research and a

myriad of other health programs, once health-

oriented House and Senate committees have agreed

on certain figures for the ensuing year. Research

money for the seven institutes was increased nearly

40% over last year, while the Hill-Burton hospital

construction program received a boost of close to

55%. If one is to judge from a recent study group

of H.E.W., the peak of spending in the health field

hasn't yet been reached. Congress also voted $6.9

million for the long-sought new quarters for the

National Library of Medicine.

Hill-Burton Amendments
(Public Law 85-589, Aug. 1

and Public Law 85-664, Aug. 14)

Because a full year’s notice is deemed necessary
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in future planning, Congress voted a five-year ex-

tension of the Hill-Burton hospital construction

program. The act otherwise would expire next

June. In a separate action, Congress amended the

act to permit for the first time Hill-Burton loans at

the same rate of interest the government pays for

its own borrowing. Under the loan act, an applicant

would have to comply with all FI-B regulations, the

same as regular H-B applicants. The extension bill

is Public Law 85-664, and the loan act. Public Law
85-589. The A.M.A. testified in support of the Hill-

Burton extension.

Defense Reorganization

(Public Law 85-599, Aug. 6)

At the prodding of the House Armed Services

Committee, the Defense Department is finally re-

organizing. The number of Assistant Secretaries

of Defense, which Congress felt had grown too

large, was trimmed back by one. The affected post

in all likelihood will he that of Assistant Secretary

for Health and Medical Affairs, which would be

downgraded to that of special assistant. The
A.M.A. fought hard to have the act make clear

that this post would be saved, and it continues hope-

ful that something can be worked out before the

act goes into effect in January.

Public Health School Grants

(Public Law 85-544, July 22)

Eleven schools of public health were promised a

total of $1 million annually in federal grants to

assist them in professional training, specialized con-

sultative services and technical assistance with the

states. The final act was simply an authorization.

Efforts were made late in the session by the Senate

to add $1 million to a supplemental appropriation

for a number of agencies. This item was knocked

out in conference, which means that funds will not

be available until the next Congress acts.

Civil Defense Grants

(Public Law 85-606, Aug. 8)

To bolster sagging state civil defense programs.

Congress voted grants to the states for purchase of

radiological instruments, personal equipment for

state and local civil defense workers and for admin-

istrative and personnel expenses. Amounts for the

first category would not exceed $35 million ; for the

second category, not more than $2 million, and for

the third, not over $25 million.

Military and VA Pay Schedules

(Public Law 85-422, May 20,

and Public Law 85-462, June 20)

General pay raises for the military (P.L. 85-422)

included the same increases for physicians in the

services. The law also retained the incentive pay

schedule for doctors in uniform which has been in

concluded on page 566
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— the remarkably efficient skeletal muscle relaxant,

unique in chemical formulation, and outstanding for

sustained action and relative freedom from adverse

side effects.
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Summary of four new published clinical studies:

Robaxin Beneficial in 95.6% of Cases of Acute Skeletal Muscle Spasm 1

CONDITION
NO.

PATIENTS
RESPONSE

STUDY J
1

Skeletal muscle

spasm secondary to

acute trauma

STUDY 2 2

Herniated disc

Ligamentous strains

Torticollis

Whiplash injury

Contusions,

fractures, and

muscle soreness

due to accidents

STUDY 3 s

Herniated disc

Acute fibromyositis

Torticollis

STUDY 4 6

Pyramidal tract

and acute myalgic

disorders

TOTALS

33

39
8

3

3

30

138

“marked"

26

'pronounced"

25

4

3

2

“excellent"

6

8

“significant"

27

104

(75.3%)

moderate

13

4

28

(20.3%)

slight

"In the author's clinical experi-

ence, methocarbamol has af-

forded greater relief of muscle

spasm and pain for a longer

period of time without undesir-

able side effects or toxic reac-

tions than any other commonly

used relaxants . .
." 2

"An excellent result, following

methocarbamol administration,

was obtained in all patients with

acute skeletal muscle spasm." 5

THE JOURNAL

"In no instance was there any

significant reduction in voluntary

strength or intensity of simple

reflexes." 6

Southern
I Mtficaf journal

"This study has demonstrated

that methocarbamol (Robaxin) is

a superior skeletal muscle relax-

ant in acute orthopedic condi-

tions." 1
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effect since 1947. Congress, in a separate act ( P.L.

85-462), also approved salarv increases for physi-

cians in the Veterans Administration. It voted

down a provision that would have given YA op-

tometrists the same professional status as physi-

cians and dentists.

Union-Management Health and Welfare Plans

(Public Law 85-836, Aug. 28)

To correct abuses in health and welfare plans.

Congress after considerable debate voted a measure
requiring both labor and management health and
welfare plans to make annual financial reports to

the Secretary of Labor. It exempts plans with

fewer than 25 members. Fines as high as $10,000

or five years imprisonment are provided for falsifi-

cation of reports.

Research Facilities Extension

(Public Law 85-777, Aug. 27)

Two years ago Congress voted a new program
of grants to help medical schools and similar facil-

ities doing research in various crippling and killing

diseases to construct laboratories and similar build-

ings or to remodel existing structures. The program
was to run for three years, with an annual appro-

priation of $30 million. With a backlog of applica-

tions, the administration sought an extension for

another three years. It also asked for a clarification

of “multi-purpose” facilities. In the process, the

bill was amended in committee so that money avail-

able would have been available for both research

and teaching facilities. This back-door approach to

medical school aid later was dropped by the com-
mittee, because it was felt that it would jeopardize

passage of the simple extension.

Doctor Draft Extension

(Public Law 85-62, June 27, 1957)

Under this act passed in the first session, selec-

tive service has authority until July 1. 1959, to call

certain physicians up to age 35 for military service.

Only those doctors with obligations under the reg-

ular draft and who have been deferred for any

reason may be called. Although the military has

been getting enough doctors through new graduates

and volunteers, it expects to ask for another exten-

sion next year.

Jenkins-Keogh Tax Deferral

(Died in Senate Finance Committee)

The drive to give the self-employed equal treat-

ment with the employed in setting aside tax-

deferred sums for retirement plans moved closer

than ever to enactment. A bill passed the House
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late in July with only a smattering of opposition.

But it died in the Senate Finance Committee
;
a

major factor was Treasury Department insistence

it would result in a large tax revenue loss. A.M.A.,
in concert with the American Thrift Assembly,

pressed hard for enactment. New efforts to get the

measure passed in the 86th Congress are being

planned.

Community Facilities Loans

(Killed in House)

A bill that started out as an anti-recession meas-

ure lost steam as it progressed in Congress. It pro-

vided for low-interest loans to states and commu-
nities for a wide range of public works, including

construction of community hospitals. The measure
was voted down in the House after it had passed

the Senate.

Medical School Construction Aid

(Died with the Congress)

Bills to authorize one-time grants for new and
existing medical schools to build classrooms were

pending in both House and Senate at adjournment.

Extensive hearings were held by the House Inter-

state health subcommittee. Xo bill was reported to

the floor because of ( 1 ) concern over the segrega-

tion issue. (2 ) a question of whether the states have

exhausted all resources, and (3) a reluctance of

some committee members to spend the money now.

The A.M.A. supported one-time grants in its

testimony.

Civil Aviation Medicine

(Died with the Congress)

Efforts to establish a Civil Air Surgeon with

broad authority in civilian air safety failed to

pass. But with creation of the Federal Aviation

Agency, administration assurances have been given

that the needs of aviation medicine will be con-

sidered in setting up the new agency. The A.M.A.
was a strong supporter of the idea of a Civil .Air

Surgeon.

Veterans Hospitalization

(Died with the Congress)

Late in the session as a windup to lengthy hear-

ings on veterans entitlement to YA hospitalization,

the House Yeterans Affairs Committee reported

out an omnibus hospitalization bill. The measure

had as its major objective the opening of some

5.000 additional beds which the committee main-

tains the Budget Bureau is holding back on. It was

reported too late for final action. The A.M.A. testi-

fied in favor of a clear spelling out by Congress of

veterans entitlement to federal care.
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in spasticity of the Gl tract

Pavatrine
125 mg.

with Phenobarbital
15 mg.

• is an effective dual antispasmodic

• combining musculotropic and
neurotropic action plus mild
central nervous system sedation

for "the butterfly stomach
”

dosage: one tablet before each meal and at bedtime.

SEARLE

For the CONVENIENCE of our CUSTOMERS...

Call GE 8-4450 today

for home delivery.

A. B. MUNROE DAIRY
INC.

151 BROW ST., EAST PROVIDENCE, R.

A. B. Munroe Dairy offers cus-

tomers the choice of milk in:

(1) conventional straight neck

bottle,

(2) distinctive two compartment
bottle for easy separation of

cream from the fat-free milk.

Separators furnished free

upon request.

The two compartment bottle is

a money-saver for families

occasionally requiring small

amounts of skim (fat-free) milk

for special diets or top cream
for coffee, cooking and other

needs.

I.
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Hill-Burton Act Continues On and On
Ten years ago the Congress passed the Hill-

Burton act to provide matching funds with the

states to aid in hospital construction. At the time

of its passage the measure was characterized as an

emergency provision that presumably would be

terminated within two or three years. Such was not

to be. however.

As of June 30 last year a total of 3,515 construc-

tion projects had been approved of which 2,346

were completed and in operation
;
953 were under

construction and 215 were in pre-construction

stages. All in all these projects aimed to provide

the 1 52,593 hospital beds and 888 public health and

other medical facilities. Two thirds of the approved

projects were general hospitals, 3 per cent mental

hospitals, 2 per cent tuberculosis hospitals, 3 per

cent chronic disease facilities, 17 per cent public

health centers, and 9 per cent other related facil-

ities. The appropriation to continue the work in

1958 was $121,200,000.

As of this past July, Rhode Island had listed

thirteen projects approved, but not yet under con-

struction at a total cost of $19,730,005 which in-

cluded $3,273,202 federal contribution, and de-

signed to supply 536 additional beds. Under con-

struction were nine projects at a total cost of

$10,565,522 including federal contribution of

$1,582,260, and designed to supply 143 beds.

Canadians Curtail TB X-ray Tests

The New York Times reported recently that

the National Sanitarium Association is abandoning

all X-ray tests for tuberculosis for Canadians under

forty years of age. The possible radiation hazards,

particularly to the reproductive organs, contributed

to the decision, the newspaper reported. The On-
tario Department of Health was also reported to

have partly switched to a tuberculin skin test for

this age group and hopes to make the change

province-wide soon.

Health and the Changing American Family

Improved health standards have been a major

stabilizing influence on marriage and the family in

recent years, according to Health Information

Foundation. Because of declining death rates, the

average parent today has a much better chance of

living to see his children grow up
;
fewer children

die
;
orphanhood has largely disappeared as a social

problem. The number of orphans has dropped from

6.4 million in 1920 to 2.7 million in 1958. Yet the

child population has risen from 39 to 60 million in

that time. A typical child born today has 25 chances

in 1,000 of losing his mother by death before he

reaches 18, and 57 chances in 1,000 of losing his

father. Fewer than one out of every thousand chil-

dren in the country nowadays has lost both parents.

Chemical Test for Intoxication

The State of New York amended its implied con-

sent law last February to be effective in July, 1958,

whereby a physician shall not he sued for drawing

blood for chemical tests when done at the request

of a police officer. Under the law a suit may be

maintained against the state or its subdivision de-

pending on what police department is involved. The
state or subdivision may in turn sue the physician

for the amounts recovered by reason of gross negli-

gence or bad faith on the part of such physician.

Still Is "Stilled

”

Until last summer the constitution of the Amer-
ican Osteopathic Association included a provision

that “the evolution of the osteopathic principles

shall he an ever-growing tribute to Andrew Taylor

Still, whose original researches made possible oste-

opathy as a science.”

At a meeting of the House of Delegates in Wash-
ington in July all reference to Still was deleted from

the constitution and the objects of the Association

were simply stated to he “to promote the public

health, to encourage scientific research, and to

maintain and improve high standards of medical

education in osteopathic colleges.”

Physician-Pharmacist Relations Surveyed

A survey of medical-pharmaceutical relations
concluded on page 572
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By proper planning , the fortunes of men can by-pass

chance , outlast the vagaries of time and endure for generations

Anything worthwhile is worth planning for!

In the chill, cramped confines of a duck blind,

patience and planning paid off for this doctor and

his friend.

By adopting the same planned approach in finan-

cial matters — using the services of Living Trust—
he’s assured far greater benefits . . . earlier retire-

ment plus security and protection for his family.

Living Trust is flexible, and easily tailored to your

income requirements. Securities, including insurance,

can be used to create the principal of the trust and

this sum can later be increased from your yearly

earnings.

For further information on Living Trust, contact

one of our trust officers.

New England's Oldest Trust Company - Founded in 1867
Member Federal Reserve System • Federal Deposit Insurance Corporation

OFFICES IN PROVIDENCE • CRANSTON • EAST PROVIDENCE • EAST GREENWICH • NEWPORT • PAWTUCKET • WAKEFIELD • WOONSOCKET
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COSA-TETRACYN
CAPSULES
(black and white)

250 mg., 125 mg.

GLUCOSAMINE POTENTIATED TETRACYCLINE

ORAL SUSPENSION
(orange-flavored)

125 mg. per tsp. (5 cc.) , 2 oz. bottle

NEW! PEDIATRIC DROPS
(orange-flavored) 5 mg. per dro

calibrated dropper, 10 cc. bottle
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h

COSA-TETRASTATIN*
glucosamine potentiated tetracycline with nystatin

antibacterial plus added protection against

mondial superinfection

CAPSULES (black and pink) 250 mg. Cosa-Tetracyn,

(with 250,000 u. nystatin)

ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa-

Tetracyn, (with 125,000 u. nystatin), 2 oz. bottle

COSA-TETRACYDIN*
A 5

glucosamine potentiated tetracycline-analgesic-

antihistamine compound

For relief of symptoms and malaise of the commoi i

cold and prevention of secondary complication ,a

CAPSULES (black and orange) Ea. capsule contains

Cosa-Tetracyn 125 mg. . phenacetin 120 mg. . caffein

30 mg. . salicylamide 150 mg. . buclizine HC1 15 mgt;
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& Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and Leukemia. Proc. Soc. Exp. Biol. & Med. 84:41 K
1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, E
and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., Bamford, J., and Bradley, W.: Ant. Med. t

Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958.



Droven in research
. Highest tetracycline serum levels

. Most consistently elevated serum levels

. Safe, physiologic potentiation (with a natural human metabolite)

Mid now in practice
. More rapid clinical response

. Unexcelled toleration

Science for the world’s well-being

PFIZER LABORATORIES
Div., Chas. Pfizer and Co., Inc.

Brooklyn 6, New York * Trademark
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THROUGH THE MICROSCOPE
concluded from page 568

reported recently in the Journal of the Amer-
ican Pharmaceutical Association cited the

following as improvements most needed between

the two professions

:

1. Physicians should write more complete pre-

scriptions. especially regarding refill informa-

tion.

2. Physicians should he advised of the legal

restrictions on drug sales.

3. Pharmacists need to eliminate unethical and

illegal dispensing practices, and physicians

should strive for fair sample distribution.

4. Physicians and pharmacists should work to-

gether to supply appropriate medical informa-

tion to the public so that undesirable situations

do not occur.

5. Pharmacists need to work out a convenient

emergency service program to serve the needs

of their community.

Rhode Island Excels in Vocational Rehabilitation

Federal statistics recently released show that

Rhode Island ranks ninth nationally in the number

of disabled persons rehabilitated per 100,000 pop-

ulation. The total number of rehabilitations in the

state during the fiscal year ending last June reached

an all-time high of 572. According to Miss Mary E.

Switzer, director of the federal office of vocational

rehabilitation, 74,320 of the nation’s disabled were

rehabilitated during the past year.

Basic Needs for Older Persons Listed

A plan for positive health was suggested to phy-

sicians attending a national conference called by the

A.M.A.’s Committee on Aging in Chicago in Sep-

tember when Dr. Edward L. Bortz of Philadelphia

cited ten basic needs as follows

:

A balanced diet including more protein, vitamins,

and fluids
;
less fats and calories.

Regular elimination of waste products.

Adequate rest of both mind and body.

Pursuit of interesting and specific recreational

activities.

A sense of humor, which is the best antidote for

tension.

Avoidance of excessive emotional tension which

leads to personal ineffectiveness.

Mutual loyalty of friends and family.

Pride in a job.

Participation in community affairs.

Continued expansion of knowledge, wisdom, and

experience, which add to maturity.

Welfare Payments for Hospitalization

on Cost Basis

The Rhode Island Hospital Association has an-

RHODE ISLAND MEDICAL JOURNAL
nounced that its council on government relations

has worked out an agreement between the state and
eleven member hospitals of the Association for an

entirely new plan of payment, based on cost, for

services to welfare patients.

For in-patient services effective July 1. 1958.

these hospitals will he paid 90% of their ward cost

up to $26 per day and 90% of their cost of infant

care up to $10 per day. For ambulatory services

existing rates of payment will continue for the

present, except for the rate per clinic visit which

will he $1.50. The basis for all of the rates is sub-

ject to annual review at the request of either party.

The substantial increases (from SI 4 per day. with

$3 per infant day paid only after the mother’s dis-

charge) were granted by the state on condition that

the hospitals voluntarily refrain from requesting

supplementary funds from the General Assembly
covering the period after July 1. The hospitals in-

cluded in the new agreement are Kent County
Memorial. Lying-In, Miriam. Memorial. Newport,

Our Lady of Fatima, Roger Williams General, St.

Joseph’s, South County, Westerly, and Woon-
socket.

IMPORTANT ANNOUNCEMENT

AFTER MANY MONTHS OF CAREFUL
STUDY YOUR RHODE ISLAND MEDICAL
SOCIETY COMMITTEE ON INSURANCE

HAS APPROVED AN EXCELLENT

NEW PROGRAM OF . . .

CATASTROPHIC
Hospital — Nurse Expense Insurance

and

OVERHEAD EXPENSE REIMBURSEMENT

* * *

LOOK FOR THE DETAILS

in your mail this month

This plan is considered to be most advan-

tageous to members. Be sure to give it serious

consideration!

R. A. Derosier Agency

32 Custom House Street

Providence 3, Rhode Island

GAspee 1-1391

PATRONIZE JOURNAL ADVERTISERS
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On vacation — at the beach - on the golf course - or garden-

ing in your own back yard, sunburn, insect bites, cuts and

abrasions are all part of the summer picture.

A handy tube of Xylocaine Ointment means prompt relief of

pain, itching and burning for your patients. After you’ve seen

to your patients’ comfort, remember that tube of Xylocaine

Ointment for yourself.

Just write “Xylocaine Ointment” on your Rx blank or letter-

head, and we will send a supply for you and your family.

Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A.

XYLOCAINE8 OINTMENT
(brand of lidocaine*)

2.5% Sc 5%
surface; anesthetic

U.S. Pat. No. 2,441,498 Made in U. S. A.
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From the Congressional Record—Appendix, August 25, 1958

—

SOCIALIZED MEDICINE IN GREAT BRITAIN
A 10-YEAR APPRAISAL

Extension of remarks of Honorable Thomas B. Curtis of Missouri,

in the House of Representatives, Saturday, August 23, 1958

M r. Curtis of Missouri. Mr. Speaker, I have

recently read an editorial which appeared in

the July 26 edition of the Shreveport Times relat-

ing to socialized medicine in Great Britain. The
editorial is based on an article which appeared in

the London Economist wherein the 10-year life

span of the program is evaluated by its editors. I

insert it in the Record for review and consideration

by my colleagues.

The editorial follows

:

Britain's Ten-Year Flop in Free Medical Care

It was 10 years ago that Britain made every man,

woman and child within its domain eligible for free

medical and dental service under a program of

socialized medicine. The program was so broad that

it included everything from hospital care to wigs

for the baldheaded.

Socialized medicine was launched in Britain, the

London Economist reminds its readers in a sum-

mary of the results, under promises that it would he

no more of a burden on the nation’s economy than

private medicine and that the benefits would he so

great we cannot afford not to have it.

Instead, the Economist continues, Britons now
have learned that government cannot reduce sick-

ness simply by providing free treatment and that

efforts in that direction merely mean that the tax-

payers are spending a lot more for medical treat-

ment for everybody than the people spent as pay-

ing patients. In other words, socialized medicine has

been a flop in Britain both from the economic stand-

point and the health standpoint.

E. P. Anthony, Inc.

Wilbur E. Johnston Raymond E. Johnston

178 ANGELL STREET
PROVIDENCE, R. I.

GAspee 1-2512

Under socialized medicine, the Economist con-

tinues. the aged and the chronic sick have suffered

especially. They have been crowded out of the hos-

pitals. Schoolchildren who need dental care have

suffered most in the dental field. They have been

pushed aside as dentists treated adults.

Prior to socialized medicine it would have been a

national scandal if an old man or woman died in

poverty because no hospital would take him in, hut

this happens far too frequently now, the Economist

says. Only one hospital—a small one—has been

built in the entire British Isles since socialized

medicine went into effect. The British Government
has moved desperately to try to make the program
work, especially to meet the problems of rising

costs. The whole effort, the Economist says, has

been to try to balance the socialized medicine

budget, or to expand the scope of its service, with-

out any thought of making certain that value was
obtained for what was spent.

To try to keep the hill down, the Government
turned first to the expedient of increasing the health

service contribution, or tax, paid by the people. It

rejected demands and needs for pay increases

—

even on the basis of increased cost of living—for

public health service workers, thus making them a

victim of inflation and lowering their standards of

living. Finally it began charging patients small fees.

Despite these and other expedients, the cost of

socialized medicine in Britain rises steadily to new
heights beyond revenues in either taxes or Govern-

ment contributions available for it.

The Economist says that the only answer to the

problem of socialized medicine in Britain—aside

from abolishing it entirely—rests in charging the

people a bigger health tax as their part of the cost,

and then charging them higher and higher fees for

the service received. In other words, what this

means is to get away from the entire principle of

socialized or free medical service and establish a

Government subsidized system in which the cost

per person for subsidy very soon could exceed the

cost per person for private health service.

Regardless of what Britain does in connection

with its own free medical attention flop, the whole

experiment has become the strongest argument that

could he presented against socialized medicine in

the United States.
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new

improved

formula!

THERAGRAN
Squibb Vitamins for Therapy

expanded to include certain essential vitamins

extra value . .

.

at no extra cost to your patients

Theragran—the original and most widely prescrioed

therapeutic vitamin preparation—is now expanded

to provide additional nutritional support for your

adult patients. In keeping with the proposals of in-

vestigators, such vitamins as B )L., pyridoxine and

d-calcium pantothenate have been added to the

formula, and the ascorbic acid content has been in-

creased. These improvements in the Theragran for-

mula provide your patients with extra value at no

additional cost.

Each new, improved Theragran capsule supplies:

Vitamin A 25,000 U.S.P. Units

Vitamin D 1,000 U.S.P. Units

Thiamine Mononitrate 10 mg.

Riboflavin 10 mg.

Niacinamide 100 mg.

Ascorbic Acid 200 mg.

Pyridoxine Hydrochloride 5 mg.

d-Calcium Pantothenate 20 mg.

Vitamin B,j activity concentrate 5 meg.

1 or more capsules daily as recommended by a physician.

Family Pack of 180. Bottles of 30, 60. 100 and 1000.

ALSO AVAILABLE

new! THERAGRAN JUNIOR
formulated for vitamin therapy in children and adolescents

as Theragran is formulated for adults.

THERAGRAN LIQUID
for patients who prefer liquid vitamin therapy

THERAGRAN-M
with extra vitamins and minerals

•THERAORAN'

Squibb

’THERAGRAN* IS A SQUIBB TRADEMARK

Squibb Quality-

the Priceless

Ingredient



Faster rehabilitation n

Joint inflammation and muscle spasm
are the two elements most responsible
for disability in rheumatic-arthritic dis-

orders— and MEPROLONE is the one
agent that treats both.

MEPROLONE suppresses the Inflammatory
process and simultaneously relieves aching
and stiffness caused by muscle spasm, to pro-
vide g reater therapeutic benefits and a shorter
rehabilitation period than any single antirheu-
matic-antiarth ritic agent.

MEPROLONE-2 is Indicated in cases of sevq
involvement, yet often leads to a reduction!
steroid dosage because of its muscle-relax
action. When involvement is only moderatJ
severe or mild, MEPROLONE -1 may be indicat i(

SUPPLIED: Multiple Compressed Tablets
three formulas : M EPROLON E-2—2.0 mg. prel
nisolone, 200 mg. meprobamate and 200 rrl

dried aluminum hydroxide gel (bottles of lOCl
MEPROLONE-1 supplies 1.0 mg. prednlsolo T

in the same formula as MEPROLONE-2 (bol
ties of lOO). ME PROLONE -5—5.0 mg. prednisT
lone. 400 mg. meprobamate and 200 mg. dri<|

aluminum hydroxide gel (bottles of 30).

MERCK SHARP & DOHME Division of MERCK & CO.. INC., Philadelphia 1. Pa.



Rheumatoid Arthritis

FIRST MEPROBAMATE-PREDNISOLONE therapy

MEPROLONE Is the one
antirheumatic-antiarthrltlc that

exerts a simultaneous action to

relax muscles In spasm and
to suppress joint inflammation...

c
Therefore, MEPROLONE does
more than any single agent to

help the physician shorten the
time between disability and
employability.

MEPROLONE js a trade-mark of Merck & Co., Inc
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PUBLIC ASSISTANCE CHANGES EXPLAINED
BY SOCIAL SECURITY ADMINISTRATION

A Summary Report Issued by the Washington Office

of the American Medical Association

S
tarting October 1, the United States will

make available to states the increases voted by

Congress in public assistance funds. In preparation

for inauguration of the new phases of the program,

the Social Security Administration has issued a

description of the new legislation to all state agen-

cies administering the public assistance program.

Following is a summary of those parts of the de-

scription that are of particular interest to medicine.

How New Formula and Increases

Will Affect State Programs

At present the U.S. pays $24 of the first $30
monthly per recipient of old-age assistance, aid to

the blind and aid to the permanently and totally

disabled. It also pays half of the remainder up to

an individual maximum of $60 per month.

Under the new law, the U.S. will continue to pay

$24 of the first $30 monthly, but will increase its

contribution toward the remainder (up to an aver-

age maximum of $65 ) from a flat 50% to between

50% and 65%. All states will be assured of U.S.

help of at least 50% in this upper part of the pay-

ments, and the states with relatively low per capita

income will receive up to 65%.

At present, states receive from the U.S. $14 of

the first $17 per recipient for aid to dependent chil-

dren. and half of the remainder up to individual

maximums of $32 each for the first child and needy

adult caretaker and $23 for each additional child.

Under the new system, states will continue to

receive $14 of the first $17, but the U.S. contribu-

tion toward the remainder (up to average maxi-

mums of $30) will be increased to between 50%
and 65%, as in the above programs. The exact

percentage to which each state is entitled will be

determined shortly by Secretary Flemming and

published in the Federal Register.

'"Average” Will Simplify Administration

and Help Meet Unusual Needs

The new law provides a different and simpler

system for calculating the total public assistance

money to which states are entitled. Now to deter-

mine the amount subject to Federal matching, each

monthly payment must be examined to determine

the amount, if any, by which it exceeds individual

maximums. Now persons with unusual needs

and or limited resources often get less than they

need because of maximums on individual payments.

I nder the nezv plan the maximum amount sub-

ject to Federal matching will be determined by
multiplying $65 by the total number of recipients

in the adult categories and $30 by the total number
of recipients of aid to dependent children (provid-

ing states match up to the maximum) . Within these

total amounts the Federal share will be 4 5 of the

first $30 per recipient in the adult categories and

14/17 of the first $17 in aid to dependent children

;

and in the balance of the payments the Federal

share will be 50% to 65% depending upon a state’s

per capita income.

Some states will benefit financially only through

the averaging feature, some will benefit from rais-

ing the Federal share of the second part of the pay-

ment and some will benefit from both of these

features.

Changes in Method of Receiving

and Spending Medical Care Funds

At present, the U.S. offers states $3 per month
per adult public assistance case for medical care

costs, providing the states match this money 50-50,

and $1 .50 per month per child, with the same match-

ing requirement. This money, which is over and

above the individual maximums ($60 for adult

categories and $32-$32-$23 in aid to dependent

children), must be used for vendor payments, i.e.,

paid directly to doctors, hospitals, pharmacists,

dentists, etc. In addition, the states can give the

recipients money for their medical costs within the

individual maximums.

A number of states have found that under this

arrangement they have not been able to take advan-

tage of all the Federal funds available under both

the vendor payments and the money payment (to

recipients) parts of the Federal sharing formula.

Furthermore, the recipient, not the state, was re-

sponsible for paying the medical bills.

Under the new system, the concept of a separate

accounting of medical care funds is eliminated. The

$65 and $30 per month will be for medical care and

all other expenses, such as housing and food, and
concluded on page 580



OCTOBER, 1958 579

TRUST DEPARTMENT Industrial
NATIONAL BANK

100 Westminster St., Providence, R.

If any of these symptoms are yours, why not induce a

state of complete tranquillity by calling upon the re-

sources of INDUSTRIAL NATIONAL BANK. As Amer-

ica's second oldest bank, we've a long history of

developing "cures" for most forms of estate morbidity.

Our Convertible Trust is a good example: Made to

order for the busy professional, it combines the fea-

tures of a "financial secretary" with those of an "estate

manager" — a combination that literally may spell

thousands of dollars in savings for you, your family,

and your estate.

We've written a booklet about it; appropriately

enough it's entitled "Our Convertible Living Trust" —
a copy is yours for the asking.

If you've ever wondered about the management of

your securities when you're "out of the picture," about

the possibility that successive estate taxes will "shrink"

your property, then this booklet belongs on your list

of required reading. Write or 'phone for your copy —
JA 1-9700, Extension 534.

RECOGNIZE
THIS
SYNDROME?

• Hypersensitive to the "paperwork”

side of investment activity;

• Repeated exposure to tax returns

sends up the pressure;

• Exhibits concern regarding

provision of long-range financial

management for family and

beneficiaries;

• Apprehensive regarding

unnecessary estate-tax

"shrinkage.”

Member Federal Reserve System and Federal Deposit Insurance Corporation
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AMERICAN HOSPITAL ASSOCIATION
POLICY ON MEETING HOSPITAL NEEDS

OF THE AGED
The House of Delegates of the American Hos-

pital Association, meeting in Chicago late in Au-
gust, adopted a statement of policy with respect to

meeting the hospital needs of the aged. The state-

ment, which supersedes all previous actions taken

by the association, follows

:

1. The American Hospital Association is con-

vinced that retired aged persons face a pressing

problem in financing their hospital care.

2. It believes that federal legislation will be nec-

essary to solve the problem satisfactorily. It has,

however, serious misgivings with respect to the use

of compulsory health insurance for financing hos-

pital care even for the retired aged.

3 . It believes that all possible solutions must be

vigorously explored, including methods by which

the dangers inherent in the Social Security ap-

proach can be avoided.

4. It believes that every realistic effort should be

made to meet the hospital needs of the retired aged

principally through mechanisms utilizing existing

systems of voluntary prepayment. However, it is

conceivable that the use of Social Security to pro-

vide the mechanisms to assist in the solution of the

problem of financing these needs may be necessary

ultimately.

5. It believes that any legislation developed to

provide for government participation to meet the

hospital needs of the retired aged should be so

devised as to strengthen the voluntary prepayment

systems, and should conform to the following

principles

:

a. Legislation designed to provide for the hos-

pital needs of the retired aged should provide

essential hospital services and should exclude

custodial care provided for nonmedical rea-

sons.

b. Government participation should be re-

stricted to persons over 65 who are not reg-

ularly and substantially employed. The volun-

tary prepayment system provides a satisfac-

tory mechanism for the coverage of other

persons, regardless of age.

c. Any program in which the federal govern-

ment participates to meet the hospital needs

of the nonindigent aged should emphasize in-

dividual responsibility and make the applica-

tion of a means test unnecessary for obtaining

benefits.

d. Such a program should be based on the service

benefit principle and should provide benefits

sufficiently comprehensive to remove the ma-

RHODE ISLAND MEDICAL JOURNAL
jor economic barriers to hospital care for the

retired aged.

e. Such a program should make benefits avail-

able through non-profit prepayment plans.

f. Hospitals should he paid fully for the cost of

care rendered.

g. Such a program should not provide services

in facilities operated by the federal govern-

ment.

h. Such a program should provide reasonable

criteria to determine the eligibilitv of hospitals

to participate, but the federal government
should be precluded from interfering in the

administration and operation of hospitals

providing the services.

i. Such a program should maintain the free

choice of doctor and hospital by the recipient.

j. Such a program should permit and encourage

continuous adaptation to new knowledge in

the provision of services.

PUBLIC ASSISTANCE CHANGES
concluded from page 578

the states may use any part of these funds to pay
doctor and hospital bills. Furthermore, states may
pay the money directly to vendors of medical care,

they may pay it to the recipients with the under-

standing it is intended for the vendors, or they may
pool the funds, for broad, state-wide programs of

medical care.

Explaining this change, the Social Security Ad-
ministration declares

:

The new federal matching limitation of $65
on total average expenditures will cover both

money payments to recipients and payments for

medical care on their behalf. Presently, payments

to physicians, hospitals and other suppliers of

medical care are financed separately from money
payments to recipients.

Curran & Burton, Inc.

INDUSTRIAL
AND WHOLESALE

COAL OIL
17 CUSTOM HOUSE STREET

PROVIDENCE, R. I.

DExter 1-3315
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general use. .

.

in general practice

fast, effective and long-lasting relief from...

BURNS — sunburn, cooking, ironing

PAIN — hemorrhoids and inoperable anorectal

conditions, cuts and abrasions, cracked nipples

ITCHING — insect bites, poison ivy, pruritus

The water-sol uble, nonstaining base melts

on contact with the tissue, releasing the Xylocaine

for immediate anesthetic action. It does not

interfere with the healing processes.

Astra Pharmaceutical Products, Inc.,

Worcester 6, Mass., U.S. A.

XYLOCAINE
(brand of lidocaine*)

OINTMENT 2.5% 8c 5%

Wherever you go

forget your telephone

calls. Well take them

for you, day or night.

MEDICAL BUREAU
of the

Providence Medical Association
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FIRST ANNUAL PHARMACY CLINIC
at the

UNIVERSITY OF RHODE ISLAND

NOVEMBER 18-19, 1958

All Physicians Members of the Rhode Island Medical

Society are Invited to Attend the Clinic Sessions

10:30 A.M.

10:45 a.m.

11:30 a.m.

12:30 p.m.

2:00 p.m.

2:10 p.m.

2:45 p.m.

3:30 p.m.

3:30 p.m.

PROGRAM

Tuesday, November 18, 1958

Auditorium
,
Quinn Hall

Presiding : Mr. Norris Gladding, President

Rhode Island Pharmaceutical Association

Official Opening of the U.R.I. Pharmacy Clinic

Dr. Heber W. Youngken, Jr., Dean

College of Pharmacy, University of Rhode Island

Greetings from the University

Dr. Francis H. Horn, President

University of Rhode Island

THE BUSINESS OF PHARMACY AND THE CURRENT ECONOMY
Raymond A. Gosselin, President

R. A. Gosselin Company

PROMOTING NEWER TRENDS IN PRESCRIPTION SERVICE
Charles C. Rabe, Manager of Special Projects

J. B. Roerig and Company

Lunch Hour, New Women’s Dining Hall

Auditorium, Quinn Hall

Presiding: Dr. Heber W. Youngken, Jr., Dean

College of Pharmacy, University of Rhode Island

RECENT ADVANCES IN PFIARMACOLOGY—STEROIDS
Dr. Alfred A. Renzie, Associate Endocrinologist

CIBA Pharmaceutical Products Incorporated

INSULIN AND ORAL DRUGS IN THE MANAGEMENT OF DIABETES

Dr. Irving Beck, Department of Internal Medicine

Miriam Hospital, Providence, Rhode Island

Pharmacology Laboratory, 200 Ranger Hall

DRUGS AND HYPERTENSION (with demonstration)

Dr. Tohn J. DeFeo and Dr. George J. Cosmides

Department of Pharmacology, University of Rhode Island

Pharmacy Dispensmg Laboratory, 316 Pastore Hall

THE PHARMACY OF ISOTONIC EYE PREPARATIONS
(with demonstration)

Dr. Sanford M. Bolton and Dr. Leonard R. W orthen

Department of Pharmacy, University of Rhode Island

concluded on page 584
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Essentials of

CLINICAL
PROCTOLOGY

MATTEL G. snCSMAK RECOMMENDED

DESITIN
hemorrhoidal

SUPPOSITORIES
with cod liver oil

in many
common

anorectal

conditions

“soothing . . . healing . .

.

lubricate the anorectum”

to diminish trauma during

bowel movements.

*Spiesman, M. G., and

Malow, L.: Essentials of

Clinical Proctology, Ed. 3.

New York, Grune &
S+i-atton, 1957.

samples from DESITIN CHEMICAL COMPANY
812 Branch Ave., Providence 4, R. I.
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FIRST ANNUAL PHARMACY CLINIC
concluded from page 582

Wednesday, November 19, 1958

10:00 a.m. Auditorium, Edwards Hall

Presiding: Dr. Pierre F. Smith, Head
Department of Pharmaceutical Chemistry

University of Rhode Island

10:15 a.m. RECENT ADVANCES IN THE PHARMACY AND MICROBIOLOGY
OF ANTIBIOTICS

Dr. Leonard R. Worthen
Department of Pharmacy, University of Rhode Island

11:00 a.m. PSYCHIC-SYNDROMES AND PSYCHOTROPIC DRUGS

Dr. C. Jelleff Carr
Psychopharmacology Service Center

National Institute of Mental Health

12:30 p.m. Lunch Hour, New Women’s Dining Hall

2:00 p.m. Auditorium, Quinn Hall

Presiding: Mr. Henry Mason. President

Rhode Island Traveling Men’s Auxiliary

2:10 p.m. A NEW LOOK AT DEPARTMENT MANAGEMENT IN THE
PRACTICE OF PHARMACY

Professor Joseph H. Goodness, Director

Division of Pharmaceutical Administration,

Massachusetts College of Pharmacy

2:45 p.m. A REPORT ON NEW PRICING TRENDS FOR THE NEW ENGLAND
AREA

Professor Nicholas W. Fenney
Department of Pharmacy. University of Connecticut

3:30 p.m. PHARMACY LAW AND MANAGEMENT IN RHODE ISLAND
PANEL DISCUSSION

Panelists: Dr. Georoe E. Osborne, Moderator

Senator Primo Iacobucci

Mr. Joseph Cahill

Mr. Joseph Navach

Mr. Charles Butterfield, Jr.

Xote: There will be a discussion and question period following the lecture and panel di-cussions.

6:00 P.M. Pharmacy Clinic Dinner, New Women’s Dining Hall

Summary of the Clinic

Guest Speaker
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• debilitated

• elderly

• diabetics

• infants, especially prematures

• those on corticoids

• those who developed moniliasis on previous
broad-spectrum therapy

• those on prolonged and/or
high antibiotic dosage

• women— especially if pregnant or diabetic

the best broad-spectrum antibiotic to use is

MYSTECLIN-V
Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) Sumycin plus Mycostatin

for practical purposes, Mysteclin-V is sodium-free

for “built-in” safety, Mysteclin-V combines:
1. Tetracycline phosphate complex (Sumycin) for superior

initial tetracycline blood levels, assuring fast transport of

adequate tetracycline to the infection site.

2 . Mycostatin—the first safe antifungal antibiotic—for its

specific antimonilial activity. Mycostatin protects

many patients (see above) who are particularly prone to monilial

complications when on broad-spectrum therapy.

Capsules (250 mf?./250,000 u.). bottles

of 16 and 100. Half-Strength Capsules
(125 mK./125,000 u.), bottles of 16

and 100. Suspension (125 mpr./125,000
u.), 2 oz. bottles. Pediatric Drops (100

mg./lOO.OOO u.), 10 cc. dropper bottles.

Squibb

Squibb Quality—
the Priceless Ingredient

MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH

25 PATIENTS ON 25 PATIENTS ON
TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN

Before therapy

After seven days

of therapy Before therapy

After seven days

of therapy

« •

• • • •
• • • • •
• • • • • a

Mondial overgrowth (rectal swab) None Scanty £ Heavy
Childs. A. J.: British M. J. 1:660 1956.

•MrSTECLlN, • MYCOSTATIN IE SQu.l
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BOOK REVIEWS

AIDS TO OPHTHALMOLOGY by P. McG.
Mofifatt. Bailliere, Tindall & Cox, Lond.. 1957.

1 1th ed. Williams & W ilkins Co., Balt., exclusive

U.S. agents. $3.00

This book, as its title suggests, is a review book

of ophthalmology. It covers briefly, in outline fash-

ion. physical examination, anatomy, some of the

more common diseases and some principles of sur-

gery as related to ophthalmology. A few principles

of optics are outlined, also. The book is geared

toward the general practitioner or to the graduating

medical student.

The limitation of the book is its outline form.

This, by definition, makes completeness impossible.

It is written by an English ophthalmologist and.

therefore, the idiom and the therapeutics are British

in character. A few of the remedies might be ques-

tioned in modern American texts. For example

:

Leeches are advocated for acute glaucoma; l.M.

injections of milk are suggested for a hypopyon

ulcer; Salvarsan l.M. and leeches to the temples

are advised for sympathetic ophthalmia. The author

is a firm believer in heliotherapy and outdoor living

as the therapeusis of many ophthalmologic and

systemic diseases.

The book, however, is valuable for its concise-

ness. If, for example, one had to look up an ex-

planation for a common error in refraction, he

could find it without undue difficulty in this text.

Also, it's interesting to see how medicine is prac-

ticed in another country with different medical

customs and mores.

The reviewer felt that Aids to Ophthalmology
is of practical value to the medical student desiring

a survey approach to the specialty. Anyone desiring

detailed information would do well to investigate

more complete works on the subject.

David S. Karansky, m.d.

HEALTHFUL SCHOOL LIVING. A Report

of the Joint Committee on Health Problems in

Education of the National Education Associa-

tion and the American Medical Association with

the co-operation of contributors and consultants.

Charles C. Wilson, M.D., Editor. Wash.. Chic.

1957. $5.00

This report of a Joint committee of the National

Education Association and the American Medical

Association is particularly directed to school admin-

istrators and physicians interested in school and
child health. In a very excellent manner, it outlines

the general concept of school living in a “healthful

way.”

In the process, it gives an answer to such tech-

nical problems as lighting and acoustics, school

lunches, prevention of accidents, heating and ven-

tilating. It reaches the other end of the spectrum

by touching on academic philosophy and teaching

methods.

This book has a limited interest, granted, but it

should be of value to those particularly concerned

with school health.

John T. Barrett, m.d.

ORE'S OPERATIONS OE GENERAL SUR-
GERY by George A. Higgins, M .D., and Thomas
G. Orr, Jr., M.D. W. B. Saunders Company,
Phil,, 1958. 3rd ed. $20.00

It is fortunate indeed for the surgical fraternity

that the death of Thomas G. Orr, Sr., has not inter-

rupted the editing of Orr's Operations of Gen-
eral Surgery. The third edition, prepared by

George A. Higgins and Thomas G. Orr, Jr., is in

keeping with the excellence of the previous ones.

There is perhaps no finer volume for the surgical

intern or resident to use as a base from which to

start. The profuse illustrations and concise text

will help him in everything from knot tying to tech-

nique of multiple viscera resections. The man who
has become familiar with such a work will continue

to refer to it from time to time but. as an established

surgeon, must read further.

While this is a general surgery text, the com-

moner procedures in urology, gynecology, ortho-

pedics, neurosurgery, and otolaryngology are in-

cluded. The format of the new edition has been

improved by rearrangement of some sections and

helpful outlines now precede each chapter. While

most of the previous edition is still up to date, new

material is added here and there, and there are sub-

stantial expansions in the fields of head and neck,
continued on page 588
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Modern recognized psychiatric therapies.

A pleasant homelike atmosphere in a beautiful and conveni-

ently located institution.
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pulmonary, and cardiac surgery. The 1016 pages
contain 1990 step by step illustrations on 835
figures.

Thomas Perry, Jr., m.d.

ELEC1 ROCARDIOGRAPHY by Michael Bern-

reiter, M.D. J. B. Lippincott Co., Phil., 1958.

$5.00

There are many hooks available on the subject

of electrocardiography. However, far too many are

difficult to read, especially in regard to the basic

concepts of the subject. This text is clear, concise,

and very readable. The fundamental basic prin- I

ciples that are so necessary for understanding of

the electrical phenomena responsible for the pat-

terns of electrocardiography, are clearly presented

in such a way that the reader need not he a bio-

physiologist or an electrophysicist to comprehend
the subject.

This book will be a great help to the beginner in

the field of electrocardiography
;
either the medical

student or the younger medical graduate. It will

make interpretation of the electrocardiogram more
concise and not force one to resort to the memoriz-
ing of set patterns.

The context is brief and to the point. Yet as one

reads from subject to subject, one finds the illus-

trations are profuse and ample to make the point

desired by the author. Each pathological condition

encountered in electrocardiography is explained on

the basis of the electrophysical changes taking place

in the myocardium.

This book can be considered another fine con-

tribution to medical literature, especially in the field

of teaching; older and experienced electrocardiog-

raphers will also find it a refreshing review.

Donald L. DeNyse, m.d.

THE PSYCHOLOGY OF MEDICAL PRAC-
TICE by Marc H. Hollender, M.D. \Y. B.

Saunders Co. 1958. $6.50

Doctor Hollender and his collaborators, Doctors

Stine, Solomon and Richmond, have produced an

instructive and eminently practical book. By the

expression, the psychology of medical practice, Doc-

tor Hollender means the art of healing, his purpose

being to turn a psychological spotlight on the pa-

tient, the physician and the medical situation.

Throughout the book the main emphasis is placed

on the problems encountered in the everyday prac-

tice of medicine and what can be done about them.

The patient is studied as a person
;
accordingly, the

physical and psychological approaches are inter-

twined, and the physician is counseled to take what
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may l)e properly called the global, as distinguished

from the fractional, view of his patient.

The book is cast, for the most part, in the form

of questions and answers, a method which makes

for concrete directness and the avoidance of the

fuzzy generalities so often found in medical writ-

ing. The chapter headings are these : the Doctor-

Patient Relationship, the Medical Patient

,

the Pa-

tient With Carcinoma, the Surgical Patient, the

Obstetrical Patient, the Pediatric Patient in Health,

the Pediatric Patient in Illness, Psychological Con-

siderations in the Use of Medications, the Non-
medical Prescription.

Whether your work be that of a generalist or a

specialist you will find, in the chapters listed above,

a wealth of material which is obviously based upon

a wide and rich clinical experience, crystallized by

the discipline of teaching. It should be emphasized

once again, that this is an eminently practical book

from which any physician, young or old, may glean

something to interest and much to help him in meet-

ing the problems which confront him daily in the

practice of his profession.

John E. Donley, m.d.

CRIME AND INSANITY. Edited by Richard

W. Nice. Philosophical Library, Inc. N.Y., 1958.

$6.00

It is well known to all doctors as well as psychia-

trists that no uniformity exists in the determination

of insanity in the criminal. Each state as well as the

federal government has its own viewpoint in this

important phase of justice.

This volume of 280 pages, edited by Richard \Y.

Nice, is an attempt to present fairly these divergent

views in the light of our more recent knowledge of

psychiatry, psychology, and criminology.

While many views presented are contrary to pre-

viously understood concepts, it does orient the court

physician with the various viewpoints prevalent at

this time.

There is a valuable appendix which is the result

of a national survey in which six questions were
asked of mental health officials, departments of cor-

rection and chief justices of each of the forty-eight

state Supreme Courts. These questions had a direct

bearing upon the question of a plea of insanity as a

defense to a criminal act.

While this book does not attempt to formulate

any uniform procedure, it does emphasize the need
for some important reforms in many archaic laws

presently on the statute books.

This unique volume is a handy reference book
for the busy psychiatrist, jurist, or lawyer involved
in such important cases.

L. A. Senseman, m.d.
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THE AMERICAN MEDICAL ASSOCIATION AND SOCIAL MEDICINE

BY Royce Brier, San Francisco Chronicle

S
ince the war. socialized medicine so-called has

become one of the foremost controversies in the

United States.

The American Medical Association is meeting in

San Francisco, and as usual it will discuss various

pending proposals for socialized medicine. As usual

it will oppose them. As usual many Americans,

supported hv politicians, will take the doctors to

task for this attitude.

Socialized medicine is not primarily a scientific

cause, hut a political cause. It is a political cause

because politicians see votes in it. Politicians see

votes in it because most of us are poor, and find it

difficult to meet our medical hills. Politicians say

socialized medicine will halve these hills, or better.

Politicians are as versed in human nature as are

doctors, and when you are versed in human nature

vou attain to power over human beings. Adolf Hit-

ler was a good example of this, hut in a wholly dif-

ferent domain, so was Abraham Lincoln.

It is true that socialized medicine will reduce

medical costs for certain segments of the American

population, hut it does not do this by increasing

medical efficiency. It does it by shifting the costs to

the general taxpayer.

There is no evidence whatever that socialized

medicine will increase efficiency, and there is con-

trarv evidence in Great Britian. The factor involved

in the cause is not medicine as an art and a science,

but almost exclusively the money of those needing

medical treatment—or fancying they do.

Medicine as an art and a science is as competitive

as any human institution known. First, those who
serve it range from the sloppy to the dazzling, from

doltish money grubbers to the creative and self-

sacrificing. Second, those needing medical treat-

ment approach it emotionally, and excepting the

marital state, nothing is more delicate and personal

than the relation between doctor and patient.

This relation cannot he adequately met by a po-

litical or social device, any more than the marital

relation can he adequately regulated by divorce

laws.

The present high and rising cost of medical treat-

ment is in part the high cost of modern technologi-

cal procedures, and in part the inflationary price

structure of our time. The story of a few years ago

that doctors were getting the lion's share of medical

costs was sheer nonsense, refuted by the most cas-

ual examination of any total hill for illness involv-

ing hospitalization and latter-day methods of treat-

ment.

The doctors were the target because the politi-

cians saw in them the most vulnerable target, due

to the undeniable realitv that a good doctor makes
a good income. So do good lawyers, hut most of us

go through life without even needing one. Hence
envy of a lawyer’s lot cannot he transformed into

a political cause.

In the Soviet LTnion the cost of medical treatment

is low. When and if we retrogress to the Soviet

standard of living and to the Soviet concept of a

collective society without competition, our medical

costs will he low, too.

. . . Reprinted from the Xewsletlcr of the Public

Relations Committee, California Medical As-

sociation. August. 1958.
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VMB-200
'Premarin" with Meprobamate new potency

Each tablet contains 0.4 mg. "Premarin," 200 mg. meprobamate

For undue emotional stress

in the menopause

WRITE SIMPLY...

Also available as

PMB-400 (0.4 mg. "Premarin," 400 mg. meprobamate

in each tablet).

AYERST LABORATORIES • New York 16, New York • Montreal, Canada

'Premarin®" conjugated estrogens (equine) Meprobamate licensed under U.S. Pat. No. 2,724,720

Supply:

No. 880, PMB-200
bottles of 60 and 500.

No. 881, PMB-400
bottles of 60 and 500.

5830

PROVIDENCE MEDICAL ASSOCIATION MEETINGS

MONDAY, NOVEMBER 3, at 8:30 p.m.

"HYPERTENSION”

Speaker

Harold W. Schnaper, m.d., of Washington, D. C.

Assistant Professor of Medicine,

Georgetown University Medical Center

MONDAY, DECEMBER 1, at 8:30 p.m.

"STAPHYLOCOCCAL INFECTIONS” — A Panel Discussion

Discussors

Paul Fremont-Smith, m.d., of Boston

Director, Bacteriology and Infectious Disease,

Peter Bent Brigham Hospital

and

Carl Walter, m.d., of Boston

Senior Surgeon, Peter Bent Brigham Hospital
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Reports on studies of in vitro activity of Chloromycetin over the past few years indicate that th
antibiotic has maintained its effectiveness against most strains of staphylococci .

1 '4
. . Staphylocoo

do not acquire resistance to chloramphenicol [Chloromycetin] as they do to other antibiotics, i

spite of heavy use of chloramphenicol [Chloromycetin ].” 1

These m vitro studies are borne out by excellent clinical results withCHLOROMYCETIN in treatmei
of patients for severe staphylococcal infections, including staphylococcal pneumonia

,

5
postoperativ

wound infections
,

6
postoperative parotitis
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7 and puerperal breast abscesses .

8
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m bottles of 16 and 100.
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The great operatic works of Rossini have

been enioyed by millions for many decades

THINGS THAT ENDURE
Good things endure ... a work of art,

a literary classic, a proud bridge ... a dependable

pharmaceutical. Such is Desitin Ointment. For over
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why all the fuss

over potassiumf

Many physicians will recall when safe but

potent organomercurials were first intro-

duced. At the time there was considerable

worry about possible potassium loss. Pa-

tients were instructed to take foods rich

in this mineral, and not infrequently potas-

sium supplements also were advised. After

enough experience was gained, it became

evident that only the exceptional case could

lose enough potassium to be concerned

about. And with oral organomercurial diu-

retics this was practically never a problem.

Why revive the subject now? Because

clinical experience with nonmercurial diuretics indicates most of them have such a

specific effect on potassium that with their use very real problems must be faced. Enough

potassium loss can lead to digitalis toxicity or to a classical overt hypopotassemia. Since a

fair percentage of cardiacs who receive diuretics are also digitalized, this excess potassium

excretion is clinically serious. Clinical experience is still too limited with some nonmercurial

diuretics to say just how often such loss will occur— but warnings already have been

sounded by some clinical investigators as to the need for potassium supplementation.

Experience in many patients, for many years, demonstrates that potassium loss is never

a problem when neohydrin® is the oral diuretic. And there is no refractoriness to this

effective oral organomercurial.

LAKESIDE
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INTERIM MEETING HELD AT NEWPORT

A very successful Interim Meeting of the

Rhode Island Medical Society and its Aux-
iliary was held at Newport, Rhode Island, on

Wednesday, October 8, 1958, with approximately

125 in attendance at the scientific sessions at the

Newport Naval Hospital in the afternoon, and at

the dinner session at the Viking Hotel in the eve-

ning. It was the first time since 1952 that the state

Medical Society has held a session at Newport.

An excellent series of lectures was arranged by

the medical and surgical stalls of the U.S. Naval

Hospital with presentations given by Lt. Alfred W.
Wolfson, Lt. Edward H. Ray, Jr., Captain J. M.
McLaughlin, and Lt. Ralph Nachman, the last

named taking the assignment of Comdr. G. T.

Van Petten, who had been slated to address the

Society. Dr. Francis B. Sargent, president of the

Society, presided at the afternoon session.

W hile the Society members were meeting at the

Naval Hospital, the members of the Woman’s
Auxiliary conducted a business meeting and tea at

the White Horse Tavern, after which the group

visited the famous ‘‘Breakers” before joining their

husbands for the social hour and dinner at the

Viking Hotel in the evening.

Dr. Samuel Adelson, Newport surgeon and vice

president of the Society, presided at the dinner

meeting which was addressed by Lt. Comdr. D. H.
McLean, who related his experiences as one of a

group of twenty-three who laid the groundwork
for the Weddell Sea bases in 1946-48, which were
used this year in connection with the research ac-

tivities of many nations as part of the International

Geophysical Year program. His lecture was illus-

trated by some unusual photographs of the group’s

camp and its surroundings in the Antarctic regions.

SOCIETY OFFICERS AT NEWPORT MEETING
Officers photographed by the Newport Daily News

while attending the Interim Meeting at the City by the
Sea are from left to right: Thomas Perry, Jr., M.D., sec-

retary; Francis B. Sargent, m.d., president; Samuel
Adelson, m.d., vice president, and Alfred L. Potter,
M.D., president-elect.

CHECK THE DATES NOW!

148th ANNUAL MEETING

of the

RHODE ISLAND MEDICAL SOCIETY

Tuesday, May 12 and Wednesday, May 13... 1959
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2 —
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BLADDER NECK OBSTRUCTION IN CHILDREN*

Lt. Edward H. Ray, Jr., mc usnr—
I

The Author. Lieutenant Reheard II. Ray, Jr., MC,
USNR, of Newport, Rhode Island, Chief of Urologi-

cal Service, U.S. Naval Hospital, Newport, R. I

.

C ONGENITAL obstructive LESIONS of the urinary

tract are now recognized as common, and the

majority of these obstructions are located at the

I

bladder neck. This obstructive lesion was first

brought to the attention of clinicians in 1915 by

Beer. Since that time it has been recognized with

increasing frequency and during the past several

I

years has received a good deal of attention in the

urologic literature. However, since early recogni-

tion of vesical neck obstruction in children depends

I

primarily on an alert pediatrician or family physi-

cian, more papers of this sort are probably needed

in the general medical literature.

Since I have been in Newport, it has been my
good fortune to be associated with a very capable

group of pediatricians who have been responsible

for initiating rewarding urologic investigations in

many children whose complaints might easily have

been overlooked.

Pathology

There are three different congenital lesions which

result in vesical neck obstruction. Two of these

lesions, prostatic urethral valves and congenital

hypertrophy of the verumontanum, are found only

in males. The third obstructive lesion is congenital

contracture of the internal vesical orifice, which is

equally distributed between the two sexes.

Congenital prostatic urethral valves are deep

mucosal folds or redundancies, located in the poste-

rior urethra, and are usually attached to the veru-

montanum at one end. These valves may he classi-

fied into three types according to their relation to

the verumontanum. Cystoscopically, they may he

observed as a diaphragm across the posterior

urethra or as cusps ballooning into the urethra as

the child urinates. When fluid flows through the

urethra in a retrograde manner, this second type of

valve often collapses and is difficult to observe

endoscopically.

*Presented at the Interim Meeting of the Rhode Island

Medical Society, at the U.S. Naval Hospital, Newport,
Rhode Island, October 8, 1958.

In congenital hypertrophy of the verumontanum
there may be enlargement, two or more times the

normal size, with complete filling of the entire pos-

terior urethra. Burns reported a case in which the

verumontanum was on a long pedicle and was
found in the bladder where it produced obstruction

by a hall and valve effect. On section the veru pre-

sents a normal, hut hypertrophied structure, with

occasional superficial inflammatory changes.

The most common of these obstructive lesions is

contracture of the internal vesical orifice. Micro-

scopic examination of tissue removed from the

vesical neck in this condition reveals a dense fibrosis

of the submucosa involving the entire circumfer-

ence of the vesical outlet. There may or may not be

associated muscular hypertrophy and there is fre-

quently an infiltration of round cells. The severity

of this contracture is variable. Sometimes it results

in almost complete obstruction, and at other times

a very low grade obstruction is produced.

The urinary tract, proximal to the vesical neck,

may undergo radical alteration secondary to any of

these three lesions. It is imperative that the result-

ing changes in the bladder and the upper urinary

tract he understood, so that accurate diagnosis may
be made and proper therapy instituted. These
changes are hypertrophy, dilatation and eventual

atrophy, in part or all of the urinary tract, proximal

to the vesical neck. These changes vary according

to the severity and duration of the obstruction, hut

are usually more rapid than corresponding changes

occurring in adults. In moderately severe obstruc-

tion there is a rapid progressive dilatation of the

bladder which follows a relatively short period dur-

ing which the bladder is able to compensate for the

obstruction by hypertrophy of the detrusor muscle.

Vesico-ureteral reflux with resultant hydro-ureter,

hydronephrosis and renal destruction is observed

more frequently in children than in adults.

Incidence

As mentioned in the introduction, congenital

vesical neck obstruction is a frequent occurrence.

The exact incidence is unknown, but it has been

recognized more frequently each year, and is now a

common problem in any large urologic practice.

The severity of the obstruction is variable. It may
continued on next page

613



614 RHODE ISLAND MEDICAL JOURNAL
have destroyed already the upper urinary tract by

the time of birth, or go unrecognized for nine or

ten years, with no more than minor damage to the

urinary tract.

The relative incidence of the three types has be-

come clearer during the past few years. Congenital

prostatic valves were incriminated in a high per-

centage of cases, by many of the early writers in

this field
;
but it is now realized that prostatic valves

and hypertrophy of the verumontanum occur in-

frequently. At least 95 per cent of these obstructive

lesions are contractures of the vesical neck. Camp-
bell states that hypertrophy of the veru was found

in twenty of 10.712 boys examined postmortem;

approximately one in 500. In Burns’s series of 129

cases of vesical neck obstruction in children, pros-

tatic valves were found in only three, while hyper-

trophy of the veru was present twice.

In our own small series of twelve cases, all have

been due to contracture of the vesical neck. These

twelve cases were selected from fifty-three cases of

genito-urinarv tract surgery in children, and com-

prise 23 per cent of the total. As related to our over-

all experience in 200 urologic operations, they con-

stituted 6 per cent of the total.

Symptoms

may vary from the insignificant complaint of enure-

sis, to acute retention of urine. Acute retention is

rare in children, but there is always some alteration

of the normal voiding pattern. Straining to void,

frequency and enuresis or nocturia are probably the

earliest symptoms and should always he investi-

gated. Although enuresis is frequently caused by
an emotional problem or is a complication of spina

bifida, it may be the only symptom of organic

disease of the urinary tract.

When enuresis is accompanied by daytime fre-

quency or wetting, it is more significant. Dribbling

and overflow incontinence are symptoms seen in

advanced obstructive disease. In infants, crying

before or during micturition is often significant.

Abdominal pain has received scant notice in the

literature as a symptom of this disorder, but it was
a prominent complaint in most of the children I

have treated for vesical neck obstruction
;
eight of

the twelve children treated here for vesical neck

obstruction had significant abdominal pain ; in five

it was the chief complaint. Hematuria is an un-

common symptom which occurs secondary to

straining or infection. Signs of renal insufficiency,

with or without gastrointestinal symptoms, may be

the presenting picture and occasionallv. a child in

The symptoms produced by vesical neck obstruc-

tion are subject to wide individual variation. They

Retrograde cystogram on eight-year-old colored male

following second episode of urinary tract infection. Mas-

sive reflux into hydronephrotic and nonfunctioning right

kidney. Left kidney functioning and hydronephrotic but

protected from reflux by concurrent obstruction at the

ureterovesical junction.

FIGURE 1

Bilateral reflux and hydronephrosis demonstrated by a

retrograde cystogram in a six-year-old white male whose

only complaint was enuresis.

FIGURE 2
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coma due to uremia, will be brought to the doctor.

Frequently, a complication of the obstruction

presents more outstanding symptoms than those

produced directly by the obstruction. This is true

of urinary tract infection which fortunately, occurs

in about 75 per cent of children with vesical neck

obstruction, thus drawing attention to the under-

lying disease. Because urinary tract infection is

frequently a complication of some serious urinary

tract pathology, recurrent or persistent urinary

tract infection is generally considered to be an indi-

cation for urologic evaluation. However, in my own
practice, I feel that the first urinary tract infection

in a child is an adequate reason for urologic in-

vestigation.

Diagnosis

The diagnosis of vesical neck obstruction can

usually be made without difficulty. The most valu-

able aid to the diagnosis of this condition is a retro-

grade cystogram. The cystogram is made by filling

the bladder by gravity with a radio-opaque contrast

medium. This is easily done in children four to five

years of age or older. In infants and younger chil-

dren a retrograde cystogram may be made follow-

ing the administration of rectal pentothal. General

anesthesia should never be employed, as it allows

undue relaxation of the bladder, and the contrast

medium should never be injected into the bladder

under pressure. A normal cystogram is smooth,

round or ovoid, and does not extend above the iliac

crest. As Rothfield and Epstein have pointed out,

the normal bladder may enlarge out of the true

pelvis. Campbell gives the following normal blad-

FIGURES 3a and 3b

Normal Retrograde Cystograms

der capacities : at two years 25 to 35 cc
;
at six years

75-100 cc
;
at ten years 100 to 150 cc. When the

bladder is filled by gravity, the capacities are usually

one-third again as large. If there is bladder neck

obstruction, the retrograde cystogram reveals an

enlarged bladder, vesico-ureteral reflux, or both.

Diverticula or cellules are very seldom seen in chil-

dren. The vesico-ureteral reflux is usually bilateral,

but may be unilateral. I have seen only one child

with vesical neck obstruction who had a normal

cystogram. This nine-and-one-half-year-old female

child has had repeated urinary tract infections over

the past five years, and had been treated with

urethral dilatation. When I first saw her she was
taking chloramphenicol, and had taken it continu-

continued on next page

FIGURES 4a, 4b, 4c

a. Enlarged bladder in child with bladder neck obstruction, b. Enlarged bladder and unilateral vesico-ureteral

reflux, c. Bilateral reflux in an infant who was seen in acute retention during first year of life.
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ously for the past two months. In spite of this, her

urine was loaded with pus and bacteria. Her uri-

nary tract was radiographically normal, hut there

were between 1 /2 and 3 ounces of residual urine.

Panendoscopy revealed a tight vesical neck con-

tracture and traheculation of the bladder. At opera-

tion the internal vesical orifice was small and

fihrotic.

FIGURES 5a and 5b

a. Bilateral reflux on retrograde cystogram. b. Fifteen-

minute trap film following cystogram revealing inade-

quacy of bladder drainage in this child.

It is important to check for residual urine
;
resid-

ual urine of 15 cc or more calls for further evalua-

tion. In young children determination of residual

urine is often inaccurate. One method of testing for

residual urine is to inject a small amount of ascend-

ant Lipiadol into the bladder and obtain a KUB in

twenty-four or forty-eight hours. Retention of this

Lipiadol indicates residual urine. It is important to

observe these children during micturition, for

straining or reduction in the caliber and force of the

urinary stream is easily detected. This is especially

true in males. An excretory urogram provides in-

formation regarding function, possible dilatation,

or associated congenital anomalies of the upper

urinary tract. The diagnosis of vesical neck ob-

struction is usually apparent prior to panendoscopy,

hut this study should he performed in all cases,

unless there is some contraindication. By panendo-

scopy the exact nature of the obstructive lesion is

determined, and any obstructive lesion distal to the

posterior urethra is revealed. Traheculation is often

observed, and with the panendoscope in place, a

distinct ring at the vesical neck is frequently felt,

on digital rectal examination. Retrograde pyelo-

grams may he made if indicated.

Differential Diagnosis

The lesion most frequently confused with blad-

der neck obstruction is neuromuscular dysfunction

of the bladder. An enlarged bladder or vesico-

RHODE ISLAND MEDICAL JOURNAL
ureteral reflux in a child with a definitive lesion of

the central nervous system is usually on the basis

of a neurogenic bladder. Urethral stricture and
stenosis of the urethral meatus are obstructive le-

sions distal to the vesical neck, which must always

he considered. They are usually discovered when
catheterization or endoscopy is attempted.

Treatment
Congenital vesical neck obstruction is treated by

the surgical removal of the obstructing tissue. In

cases where advanced damage to the upper urinary

tract has occurred, long-term drainage may he re-

quired, prior to the attack on the vesical neck.

Urethral dilatation has proved ineffectual. The
vesical neck may he approached surgically by the

transurethral or retropubic route. For congenital

hypertrophy of the veru or for prostatic valves,

transurethral resection is satisfactory in most in-

stances
; but there is a considerable difference of

opinion as to the proper approach in handling vesi-

cal neck contracture. Transurethral resection is

practical in older female children in whom an in-

strument of adequate caliber may he used without

damaging the urethra. In infants and male children,

the small instrument required for transurethral

resection has marked limitations and permanent

damage to the urethra may result from its use. The
retropubic operation, on the other hand, is a rela-

tively simple method of handling this problem with

minimal complications and it provides unquestioned

relief of the obstruction. Other advantages of the

retropubic approach are, that drainage by cystos-

tomy is instituted and may he maintained as long as

is necessary. Also, indicated surgical procedures

on the lower ureters may be carried out at the time

the vesical neck resection is performed. It is our

opinion that the retropubic operation is much the

better method for handling all cases of vesical neck

contracture in children.

Reimplantation of the ureters for vesico-ureteral

reflux has been advocated in the past several years

and is very effective for this purpose. Nephrostomy

drainage, nephrectomy, and various surgical pro-

cedures on the ureters may occasionally he indi-

cated, depending upon the degree of damage to the

upper urinary tract.

SUMMARY
Congenital vesical neck obstruction is a common

disease produced by contracture of the internal

vesical orifice, prostatic urethral valves, or hyper-

trophy of the verumontanum. The symptoms may
he mild, even though pronounced damage to the

urinary tract has occurred. Any abnormality of the

voiding pattern or any history of a urinary tract

infection in a child should arouse suspicion that

obstructive uropathy may exist. The diagnosis of

vesical neck obstruction is easily made. An excre-
concluded on page 620
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I
n the past decade, due to improved instrumen-

tation, a number of reports have appeared de-

scribing a broad application of a physiologic meas-

urement, electromyography, to assist the clinician

in the study of neuro-muscular function in various

disease states. A laboratory-testing method is there-

by available which will provide specific information

as to the function and intact state or pathology of

the lower motor neuron, as the action potential is

transmitted through the end-plate to the muscle

fibers. If carefully and diligently applied, this

method of testing may yield valuable data which

may clarify what appear to be otherwise obscure

neurological syndromes. This presentation will be

restricted to patients whom the authors have re-

cently seen and who presented diagnostic problems.

We feel that a better understanding of this pro-

cedure and its applicability will be of interest.

A brief review of the basis for electromyographic

measurement follows. Contraction of skeletal

muscle is dependent on its innervation by tbe lower

motor neuron. The nerve impulse is transmitted

from the anterior horn cell through the motor nerve

root and peripheral nerve to the muscle. Each an-

terior horn cell innervates approximately 150

muscle fibers which contract “all or none.” If the

anterior horn cell, root, or peripheral nerve is de-

stroyed, the nerve fibers undergo Wallerian de-

generation and the denervated muscle fibers atro-

phy. After an interval of about twenty-one days,

the muscle fibers show active fibrillation, which is

a more or less continuous twitching of the individ-

ual fibers, is involuntary, and cannot be seen with

the naked eye. This is in contrast to the activity of

the motor unit, in which 150 muscle fibers may be

innervated by a single anterior horn cell to contract

simultaneously on voluntary effort (the electrical

From the Department of Physical Medicine and Rehabili-

tation and the Department of Medicine of Miriam Hos-
pital, Providence, Rhode Island.

summation being recorded). Fibrillation is, there-

fore, a much smaller and shorter ( 1 to 2 msec.)

contraction than a motor unit (5 to 10 msec.) and

it is the detection of the fibrillation potentials which

is tbe primary purpose of clinical electromyog-

raphy. Unless nerve regeneration occurs, spon-

taneous involuntary fibrillation will continue in-

definitely, until the denervated muscle fibers de-

generate completely and are replaced by fibrous

tissue. Fasciculation is a spontaneous visible twitch-

ing of motor units that occurs in degenerative dis-

ease of anterior horn cells. Fibrillation, in contrast,

is the contraction of single muscle fibers and cannot

be seen through the intact skin except possibly in

the tongue musculature. If a motor nerve root is

compressed, fibrillation will be evident only in the

specific muscles of the myotome supplied by that

motor nerve root. If the nerve regenerates, as nerve

fibers grow down and re-innervate muscle fibers,

fibrillation decreases and a few new motor units

begin to function under voluntary control. These
“nascent” motor units are abnormal in function for

a considerable period of time and are polyphasic in

appearance. They may be detected days or weeks

before clinical evidence of nerve regeneration can

be found.

Muscles weakened and atrophied by disuse show
no fibrillation since innervation is not disturbed.

In muscular dystrophy there is no fibrillation be-

cause the innervation is intact ; however, the motor

units have fewer and abnormal muscle fibers and the

motor-unit potentials become progressively smaller.

Electromyography is the examination of the

electrical potentials of skeletal muscles. A bipolar

fine needle electrode is inserted into the muscle.

The electrode is insulated except at the tip, so that

a very small area of the muscle is being tested at

one time. The electrical potentials of the muscle are

tremendously amplified and led through a cathode

ray oscilloscope for visual observation of tbe waves,

which can also be permanently recorded on moving
photographic film by means of a camera. In addi-

tion, the amplified potentials are led through a loud

speaker for observation of the sound. Needle elec-

trodes and a cathode ray oscilloscope are required

for recording fibrillation potentials, which is the

most important pathological finding in most pa-
continued on next page
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tients referred for electromyography. Multiple

areas of the muscle must be sampled in the search

for fibrillation potentials. To minimize pain in this

procedure, a preliminary intramuscular injection

of demerol is given, and ethyl chloride spray may be

used for local anesthesia for needle insertion.

Hospitalization is not required.

In normal muscle in the relaxed state, no waves
are seen and there is complete electrical silence.

Slight contraction of the muscle results in appear-

ance of motor-unit potentials. These are hi- or

triphasic waves with a duration of 5-10 milli-

seconds, voltage of 100 to 3000 microvolts, and
produce a characteristic thumping sound. Motor-

unit potentials are under voluntary control.

Fibrillation potentials are much smaller than

motor-unit potentials and are never found in nor-

mal muscle. Fibrillation potentials are mono- or

diphasic, have a duration of 1 or 2 milliseconds and

a voltage of 10 to 100 microvolts, and have a char-

acteristic sharp clicking sound. They are usually

irregular in frequency. Fibrillation potentials defi-

nitely indicate denervated muscle fibers. They are

not under voluntary control.

In peripheral nerve lesions in the stage of re-

generation. polyphasic potentials appear in consid-

erable numbers. These appear only on voluntary

effort and disappear with relaxation. They have up

to 25 phases, a duration of 2 to 30 milliseconds,

voltage of 100 to 1000 microvolts and have a char-

acteristic rough crackling sound.

This type of examination requires intimate

knowledge of anatomical landmarks and of muscle

function, so that there is no doubt as to what level

or muscle is being examined. It also takes consid-

erable care to differentiate the fibrillation from a

distant motor-unit potential. The position of the

needle may have to be varied and repeated sam-

plings taken at various depths with photographic

control to obtain definite evidence of the presence

of fibrillation. The audible sounds are of great

value in running down abnormal findings as fibril-

lations are irregular in timing and are often heard

before an electrode adjustment makes them more
clearly evident to the eye and to the recording

apparatus.

Our electromyograph is a three-channel instru-

ment, with separate amplifier and oscilloscope for

each channel. This allows for simultaneous obser-

vation and recording from three different needle

electrodes in three muscles. The oscilloscope

screens are small, so that all three can be observed

at the same time. The sound can be switched on for

any one channel.

Anterior Horn Disease

In damage or disease of anterior horn cells, such

as poliomyelitis, progressive muscular atrophy,
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amyotrophic lateral sclerosis, syringomyelia, spinal

cord tumor, trauma to the spinal cord or to cranial

nerve nuclei, electromyography can he of value in

diagnosis and prognosis. The characteristic patho-

logical finding is fibrillation potentials. These may
be localized to one or to several segments, as in

syringomyelia and spinal cord tumor. Fibrillation

potentials may be found in many segments, in a

spotty, asymmetrical distribution, as in poliomye-

litis. Or the distribution of fibrillation potentials

may be very widespread and symmetrical, as in

degenerative disease of anterior horn cells.

We will present several cases of degenerative

disease of anterior horn cells in which electro-

myography was of value in establishing the correct

diagnosis :

Case 1

A forty-seven-year-old woman first noted weak-
ness in the lower extremities and difficulty in walk-

ing in 1954. This has shown gradual steady progres-

sion. She was diagnosed as having multiple sclerosis

in April, 1955, by her family physician and by a neu-

rologist. There was a history of blurring of vision

at times. The patient had suffered from cystitis and

urinary urgency. In January, 1958, she was able to

walk, but balance was very insecure with a cane.

There was no nystagmus. Deep reflexes were

hyperactive in all four extremities, ankle clonus

sustained bilaterally, positive Babinski and finger

flexor reflexes bilaterally. Sensation was intact, and

there were no cerebellar signs. The upper extrem-

ities showed normal function. There was moderate

spasticity in the lower extremities. There was mod-
erate weakness and marked fatigability in both

lower extremities and the trunk muscles. Weakness
was greater in the right lower extremity, but there

were no zero muscles. There was slight atrophy of

muscles in the lower extremities, but this was con-

sidered consistent with the duration and degree of

spastic paresis.

Because the neurological signs were limited to

involvement of the corticospinal tracts and the

course of the disease had apparently been steadily

progressive, electromyography was performed.

Fibrillation potentials were recorded from

muscles in all four extremities, indicating wide-

spread disease of the anterior horn cells. The diag-

nosis was now clearly amyotrophic lateral sclerosis.

It is interesting to note that muscles in the upper

extremities which were normal in function on clin-

ical examination showed fibrillation potentials, as

well as the paretic muscles in the lower extremities.

Case 2

A fifty-four-year-old woman with progressive

weakness of the right lower extremity beginning in

1954. She was examined in January, 1956, at the

New England Center Hospital, where weakness,
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spasticity, increased knee and ankle jerks, clonus

and positive Babinski were found in the right lower

extremity. The left lower extremity and the upper

extremities were normal. The right lower abdom-

inal reflex fatigued rapidly. The only sensory find-

ing was a slight decrease in position sense in the

right big toe. A compressive lesion of the lower

thoracic spinal cord was suspected, and she was

hospitalized. Thoracic myelography was reported

negative, and X rays of the spine were said to he

negative. Final diagnosis at New England Center

Hospital was “spinal cord lesion of long standing,

most probably extrinsic, at cord level D9, 10.’’

In May, 1956, she was seen by a neurosurgeon

who found slight asymmetry of the pedicle size of

T12 vertebra in the X ray, and recommended a

laminectomy at T12, with removal of portions of

T1 1 and LI. Following this procedure, she showed

some improvement, hut later became worse. Patient

was referred for examination a year later having

definite corticospinal findings in both lower ex-

tremities, hut normal upper extremities. There was
spasticity and paresis in both legs, greater on the

right. There were no sensory changes or cerebellar

signs. She was given a physical rehabilitation pro-

gram with improvement.

However, after two months, the deep reflexes in

the upper extremities were becoming hyperactive.

The Hoffmann was positive bilaterally, and she re-

ported recent slight weakness in the right hand.

There was no definite muscular atrophy in the

lower extremities or in the upper extremities.

Weakness was noted in the intrinsic muscles of the

right hand and in the wrist motions. Electromyog-

raphy was then performed. Fibrillation potentials

were recorded in all four extremities, including

muscles in the upper extremities that showed nor-

mal function.

Since that time, the patient has continued under

supervision following a prescribed rehabilitation

program at home. She has noted fascicular twitch-

ing in the upper extremities at times. Slight weak-

ness has appeared in intrinsic muscles of the left

hand. The right hand and the lower extremities

have shown further gradual loss of function.

Diagnosis: Amyotrophic lateral sclerosis.

Case 3

A sixty-five-year-old man, right drop foot for

past two months. Hyperactive deep reflexes, ab-

sent cremasteric and diminished abdominal re-

flexes. Weakness and atrophy of right ankle

muscles. Left leg and both arms normal. Electro-

myography showed fibrillation potentials in all

four extremities. Diagnosis: Amyotrophic lateral

sclerosis.

Compression or Damage to Motor-Nerve Roots

Electromyographv has been applied in various

centers over a period of years with varying success

as an aid in the diagnosis of nerve root compression

or damage by herniated intervertebral disc. Mari-

nacci, an enthusiastic leader in this field, in his book-

on Clinical Electromyography (1955), states

that in definite nerve root compression syndromes,

the electromyograph gives accurate localization in

80-90% of the cases. He reports 150 cases of lum-

bar laminectomy and seven cases of cervical lami-

nectomy who had electromyography. Most of these

cases had myelography as well.

Bonner and Schmidt, reviewed thirty unselected

cases who had electromyography and laminectomy.

In 24 out of 30 cases, 80%, pathologic change in the

disc was found at the exact level detected by the

electromyograph. Of the remaining six cases, elec-

tromyography was not completely accurate in four

hut was of definite value. In two cases, electro-

myography did not indicate the location of the disc.

The cardinal finding in pressure or damage to a

motor-nerve root by a herniated disc or other

pathology, is the appearance of fibrillation poten-

tials localized in the muscles innervated by that
concluded, on next page

TABLE I

Patient Myelogram
Electromyogram

Nerve Root
Compression

Laminectomy

1. T. A. Negative Left L5 Prolapsed intervertebral disc excised. Left LS
nerve root swollen.

2. U. A. Two—Negative Left L4, L5, SI

Right SI

Prolapsed intervertebral disc excised.

Lumbosacral disc, left and central.

3. E. B. Negative Right L5, SI Prolapsed intervertebral disc excised. Right L4-5

disc prolapsed. Right LS nerve root swollen.

4. A. S. Negative Right L4 Prolapsed intervertebral disc excised. Right L4-5

disc.

5. W. A. Negative Right SI Prolapsed intervertebral disc excised. Right Iff-5

disc.

6. W. T. Negative Right Iff, L5, SI

Left SI

Prolapsed intervertebral disc excised.

Right lumbosacral disc.

Right SI nerve root-swollen.

7. B. G. Two—Negative Left SI Prolapsed intervertebral disc excised. Left

lumbosacral disc. Left SI nerve root swollen.
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nerve root. An important point is that the motor-

nerve root supplies nerve fibers to the posterior as

well as the anterior division of the spinal nerve, so

that fibrillation potentials denoting denervated

muscle fibers are found in the corresponding erec-

tor spinae muscles, as well as in the muscles of the

extremity, of the same myotome. Injury or disease

of plexus or peripheral nerve is not associated with

fibrillation potentials in the erector spinae muscle,

since the posterior division of the spinal nerve

branches off as soon as the spinal nerve emerges.

In patients with back pain, not only is it important

to seek out the presence of fibrillation in both the

erector spinae and in muscles of the extremity in

the same myotome, but also the apparent degree of

damage must be assessed to help the clinician.

Although the majority of patients with a clinical

and laboratorv impression of disc compression are

treated conservatively, initially at least, it is pos-

sible to compare the value of the myelogram with

the electromyogram objectively, only in those pa-

tients who have had surgical intervention. Recently

we have had a surgical follow-up in seven patients

who had negative myelograms and positive electro-

myograms (Table I). In two instances repeat my-

elograms were also negative. As seen in this table,

the electromyogram correctly indicated the pres-

ence of a disc and the side of involvement. On two

occasions, in which the other side was thought to be

involved, a central disc was found in one.

CONCLUSIONS
The electromyogram is a physiological recording

of the intact state or pathology of the lower motor

neurons, as the action potential is transmitted to

muscle fibers. A brief survey of the importance of

the finding of fibrillation potentials in suspected

amyotrophic lateral sclerosis and motor root com-

pression syndromes is given along with an outline

of the problems inherent in carrying out and inter-

preting such measurements. Electromyography may
show fibrillation in all extremities in amyotrophic

lateral sclerosis, even in the absence of muscular

atrophy. In seven patients with negative myelo-

grams in whom the electromyogram showed find-

ings compatible with nerve root compression, a disc

was found at laminectomy.
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tory urogram and retrograde cystogram serve as an

excellent method to screen the urinary tract for

possible pathology. The treatment of vesical neck

obstruction is surgical, either by transurethral re-

section or by the retropubic operation.
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Today student and practitioner of medicine live

in a fast-changing world of medicine, and do

not breathe the stable and peaceful air in which,

some forty years ago. I took my infant steps in

medicine.

Then, clinical medicine seemed a simple and all-

embracing conception of our activities. To misuse

some words of Tennyson, “Her court was pure,

Her reign serene.’’ and we allowed ourselves only

the venial infidelities of occasional excursions into

a simple and limited clinical pathology, into what

was called Public Health and Forensic Medicine,

with some comic interludes—as we then thought-

lessly regarded them—into vaccination (to which

no less than six lectures were devoted )
and mental

diseases, to which we gave as little time as we could.

But with a fine sense of where our true love was to

be found, namely, at the bedside or in the outpatient

clinic, we did not allow these philanderings to dis-

tract us unduly from our allegiance to her.

Some of us still remain singleheartedly devoted

to her
;
but we are a pathetic, a diminishing and, if

the truth is to be told, a dilapidating band of ancient

lovers wearing our archaic graces with a faintly

ridiculous air.

The sad fact today is that clinical medicine, as

we see her in that cosmopolitan crush known as the

curriculum, is a damsel in distress with scarce a

champion, her rights disputed by a growing band

of bold-faced competitors, each of whom is wooed
and praised by a more oddly assorted band of suit-

ors than ever sought the hand of Portia or Pene-

lope. Their names are legion
;
industrial medicine,

social medicine, psychological and psychosomatic

medicine, geriatrics, and so on—bigger and better

names than ever we knew of forty years ago. A new
debutante is now with us. Her name is “adaptation

*The Schorstein lecture delivered at the London Hos-
pital on October 19, 1950.

Reprinted by permission of the author and the editor of

the London Lancet.

stress’’ and if we can be cajoled into making an

honest woman of her, she will, we may be sure, be

the fertile mother of her own litter of specialists.

All these and more are—to change my metaphor
—the new lamps for old with which persuasive

magicians seek to seduce the medical Aladdin in

his youth and innocence.

And if all this is tempting to us, what a brave

new world it offers to the community. The citizen,

from cradle to grave, and at the price of a weekly

stamp, may hope to be accompanied on bis harassed

journey through life by relays of specialists: the

obstetrician, the paediatrician, soon of course the

pubertician and the climacterician (subgroups of

the species endocrinologist), and other experts in

school and factory, until finally he declines, decrepit

and exhausted, into the eager hands of the geriatri-

cian and his sequent colleague the mortician : having

enjoyed through all stages of the unequal contest a

wide choice of psychiatric first-aid.

There is, I believe, a useful convention by which

the paediatrician passes us on at the age of 12 to his

successor on the medical conveyor belt in our Wel-
fare State. When, I ask my trembling contempo-

raries, does the hour strike at which we are passed

on to the geriatrician to have our old bones trained

for the Olympian games ?

* * *

1
1" my remarks do not seem to you sufficiently

serious in form for the occasion, I humbly submit

that they are not without substance ; for the state

of affairs I have sketched is surely the logical con-

clusion of much modern talk and planning on med-

ical services and medical education.

Nearly a century ago a wise man said that the

nonsense talked on education outweighed all the

other nonsenses put together, and suspecting that

this aphorism contains more than a little of the truth

where we are concerned, it has seemed to me worth

while to trace the growth of clinical medicine since

the age of Sydenham, to see what has happened to

it and what we are making of it in the medical edu-

cation and practice of today. Is the clinical method
still as important as Sydenham believed it to be?

* * *

Modern clinical medicine owes its birth to Syden-
continued on next page
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ham who bridged the long gap between the ancient

and the modern medical worlds by a return to the

Hippocratic discipline. This rebirth was virtually

contemporary with that of physiology. What, in the

17th century, Harvey did for physiology by the

method of experiment, Sydenham did for medicine

by the introduction of clinical study.

These two sources of inspiration and method in

medicine have now joined to make a mighty stream
;

but what I am suggesting is that those of us who
are. or who intend to be, practising doctors, the

clinical source is still the primary one.

As we trace the development of clinical medicine

since its renaissance in the 17th century, we see the

appearance of a succession of new insights, of new
and often opposing schools of thought, each of them

dominant for a time, perhaps in one country more

than in another, but then coalescing with earlier and

with later influences to swell the main stream of

medicine as we see it today.

Each new insight, each new method of approach

seems to have made the progress of knowledge

swerve from the course upon which it was set, and

this in virtue of the excess inherent in all new doc-

trines that have vitality and are expounded by men
of force and genius

;
for there is an element of

excess in all greatness.

The pendulum of doctrine has never ceased to

swing, and those whose efforts have disturbed,

while they have sped, the steady march of progress,

have always been persuaded that they were putting

medicine on its true and final course at last. The

illusion of dogmatic finality is no monopoly of the

theologian, but is an ineradicable element in the

human mind.

The impression of a changing and unstable

equilibrium which the history of modern medicine

gives us, should perhaps make us charitable to, and

patient with, some of the current enthusiasms and

apparent aberrations of thought in medicine. Each

of these contains its grain of truth, but not the

whole truth and partial truths, not recognised as

such, can be very dangerous.

What I shall call partial truth, or partial think-

ing, is still our gravest danger in medicine, and,

surrounded as we now are by a vast and growing

mass of diverse information, it is scarcely surpris-

ing that this should be so.

Looked at from this point of view, the brief and

incomplete story of clinical medicine in the past

three hundred years which I now give, may have a

lesson for us in our time.

* * *

It was Sydenham who gave to clinical medicine

the place of honour as a scientific discipline which,

in my submission, it has never lost. He sought by

the direct study of sick persons to write a natural
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history of diseases. Abandoning the theories and
the abstract systems of his predecessors, he set out

to describe visible signs and symptoms with accu-

racy and precision
;
to form notions of their com-

binations and sequences in illness of different kinds,

and thus to form concepts of disease. He was the

founder of nosography.

In this he displayed a fine clinical flair, an eye

for the relevant and a capacity for discarding the

irrelevant. Like all truly scientific observation, his

was selective.

The devastating epidemics of contagious diseases

in the London of his day provided him with a rich

material for study, and he succeeded in differen-

tiating smallpox, cholera, plague, measles, scarlet

fever, chorea, and that dignified malady of more
spacious days, gout. His descriptions of smallpox

and of gout are classics that can be read with profit

today.

Sydenham gave a great impulse to clinical medi-

cine throughout Europe, but his work was not based

upon any systematic knowledge or study of morbid

anatomy, and his successors of the 18th century

degenerated into mere classifiers, adding nothing

new but creating an arid discipline of cataloguing

and subdividing symptoms. The ultimate aim of

medicine could never be the mere development of

nosography : that is the differentiation and naming

of a morbid state and its reference to a descriptive

category. Changes in bodily function and structure,

and factors of causation of disease were also neces-

sary subjects of study and of knowledge if power

over disease was to be achieved. Clinical study

could not advance indefinitely in a vacuum, as it

were, and without a parallel study of anatomical

and physiological factors.

The necessary impulse which started medicine

off once more in the stream of progress came from

France, where in the early 19th century Bichat and

Corvisart developed a systematic pathological anat-

omy, and the clinicopathological method was born.

It is easy now, and in some quarters popular,

to decry what is called “deadhouse pathology,”

“scorning the base degrees by which we did

ascend,” but its study was an imperative condition

of progress in medicine, and it remains a step which

we must still tread today.

Bichat advanced from the notion of diseased

organs to that of diseased tissues. For example, he

pointed out that the inflammation of a serous mem-

brane gave rise to phenomena of two orders : those

peculiar to all serous membranes, and those deter-

mined by the organ in which the serous membrane

was situated and of which it was a part.

Thus, pleurisy, peritonitis, meningitis lead to

general and to special or localising symptoms.

Looked at today this notion of Bichat’s seems an

obvious and an easy one, and those who have never
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skirmished on the frontiers of ascertained knowl-

edge in medicine, or any other branch of science,

may not know how hard-won are these flashes of in-

tuition, these fertile generalisations, how revealing

when they are achieved, and how immensely satis-

fying to the earnest seeker after light in dark places.

They come from what Trotter has spoken of as the

unresting contemplation of the facts of observa-

tion : a contemplation we are apt to be far too busy

nowadays to secure for ourselves.

Corvisart, following Bichat, undertook the pre-

cise study of pathological changes in tissues and

organs and sought to correlate them with clinically

observed disorders. This step made possible an-

other one. Up to this time clinical observation had

been essentially an ocular matter : the patient was

looked at rather than systematically examined. For

clinical examination as we know it, we owe the first

steps to Laennec, who sought to discover in the

living subject the changes in the organs hitherto

seen only post mortem. His great weapon to this

end was the method of auscultation by the stetho-

scope, and by means of it he was able to form some

judgment of the actual changes present in heart and

lungs.

I doubt if most of us now have the amazing skill

with the stethoscope which the older physicians of

my student days achieved, though I used some-

times to suspect that some of the ultimate refine-

ments of auditory perception, with accounts of

which some auscultatory artists used to regale us,

were a little imaginative. Perhaps it is no longer

essential that we should possess this degree of

artistry
;
for other methods have come to lend us,

and to lend us more easily and more certainly, some

of the information gained by the stethoscope. But

what the long bow was at Crecy, so was the stetho-

scope to our fathers in medicine, an essential

weapon. Despise it not, nor suppose that the X-ray

film is the universal and adequate substitute for its

use. A stethoscope can go into any man’s pocket,

but we can’t trail an X-ray plant and its operators

round to every bedside.

Thus Laennec was able to construct a new series

of clinicopathological pictures of disease, to distin-

guish the diverse pathological changes in the lungs,

and in particular to form a unitary conception of

pulmonary tuberculosis.

Those who followed him developed his methods,

and gradually clinical medicine began to assume the

form it still retains in essence, despite the vast ac-

cessions to knowledge that have ensued since his

day.

From France, the new impulse spread. First,

perhaps, to the Dublin school of medicine where

Graves, Stokes, Adams, Cheyne, and Corrigan gave

their names to new clinicopathological complexes,

and thereafter to this country where Addison,

Bright, Parkinson, and others added further clari-

fications and nosological additions to knowledge.

* * *

It is perhaps difficult for us now at this time to

realise what a revolution these few fertilising gen-

iuses achieved in a few years. Out of the formless

welter of chronic illness, fresh clinicopathological

entities were isolated so that all could identify them

and knowr them in their clinical and pathological

aspects.

Even yet, how'ever, clinical medicine was ob-

viously incomplete, and became threatened by a

stagnation of the same order that followed the

impulse originally imparted to it by Sydenham, and

the tendency to think of disease complexes as static

concrete entities began to show itself. What was

missing was the notion of aetiology, and the notion

of process. There was no awareness of the fact that

structural change must be preceded by functional

change, and that disorders of function presupposed

normal function. The notion of disease as disorder

of normal function was necessary to the further

evolution of medicine.

The new impulse to the introduction of physio-

logical ideas in medicine may be said to have come

from Germany from the middle third of the last

century onward. There it gained strength and

effected yet another revolution in medicine. Even

here, perhaps, the germinal idea came from France,

and from the physiologist Magendie, who explicitly

refused to accept a true distinction between physi-

ology and pathology, and emphasised that post-

mortem findings of themselves could not account

for all the clinically observed phenomena.

Nevertheless, it was really in Germany that

physiological medicine, as its exponents proudly

called it, came into its own. The study of disordered

function and the interpretation of signs and symp-

toms in terms of function became the intense and

fruitful study of men w'hose names are still famil-

iar: Schwann, Remak, Henle, Traube, Virchow,

Wunderlich, and others.

* * *

It would lie difficult to overestimate the achieve-

ments of these men, and hard perhaps for some to

appreciate the intellectual ferment in which they

worked. Their aim was to penetrate deeper than the

descriptive disciplines which were dominating med-

icine, and to understand the processes at work in

disease.

To probe behind phenomena and to seek the prin-

ciples they exemplify is the first step in a philos-

ophy of medicine, for philosophy is the attempt to

understand things by their causes.

Yet, as I have already observed, there is excess

in all greatness, and once again the pendulum of

opinion swung too far. The notion of process led

continued on next page
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inevitably to a distrust of the notion of specific dis-

eases and their classification into groups, like ani-

mals or plants.

In a measure these German enthusiasts were

right when they declined to accept a “disease” as

a natural entity, as something in nature. In nature

there are for the practising doctor only sick persons,

and the composite average picture of disease we
construct from the study of like illnesses in differ-

ent persons is not something concrete, but simply

a mental construct ; and what the German physio-

logical school was rejecting was what has been

called “the fallacy of misplaced concreteness.” Yet

in exposing a logical error in current notions, they

went too far when they denied the specific charac-

ters of many different illnesses which the insight

of their predecessors had identified. In popular lan-

guage, they threw out the baby with the bath water

—as enthusiastic reformers are so apt to do—and

failed to realise that descriptions of different forms

of illness, nosography, remains and must always

remain essential to the clinician.

Nevertheless, this physiological epoch in the

medicine of the 19th century, incomplete as were

its insights, was a great, nay an essential, step in

the forward growth of medicine, and it had the

additional and priceless merit that it saw the intro-

duction of the experimental method in medicine.

Yet, here also, history repeated itself, and once

more an outlook that transformed the face of med-
icine came in a measure, and for a time, to distort

perspective, as when Virchow, ignoring the art of

medicine, proposed that practical medicine should

become applied theoretical medicine. Under his

influence, the strength of which it is now difficult

for us to appreciate who have no towering figures

in medicine comparable with the giants of 90 or

100 years ago, the clinical method and nosography

in general became disparaged, its progress delayed

and the art of medicine ignored. I sometimes think

that even vet the clinician has not wholly regained

that pride in his discipline which its exacting nature

and its record of achievements demand, and is prone
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to accept too easily and to apply uncritically the

facts he is oft'ered from the experimental labora-

tory.

The same attitude towards the clinical method
was shown by Claude Bernard in France when he

invited the physician to desert the bedside for the

laboratory in his search for knowledge, since he—

-

as many lesser men since—believed the clinical

method of study was worked out like an exhausted

vein of precious metal in a mine.

Yet while Virchow and Bernard were writing

obituaries of the clinical method, Charcot and

Trousseau in France and Hughlings Jackson and

others in this country were still demonstrating what

the clinical method could achieve, not only in nosog-

raphy, but also in the philosophic understanding of

normal and disease processes. After all, the clini-

cian is perhaps the best judge of the usefulness of

his methods.

Trousseau, indeed it was. who made one of the

first steps in the next essential condition of ad-

vance in medicine, when he proposed “that what

gives the specific diseases their immutable proper-

ties is not the quantity but the quality of the morbific

cause” : thus opening the stage of ^etiological in-

quiry in medicine. To each particular cause of

disease the system reacts with specific and charac-

teristic phenomena. In other words, when we en-

deavour to construct typical clinical pictures we are

taking a first step to track down some specific path-

ological cause.

At the time of Trousseau's death in 1867, Pas-

teur was engaged upon brilliant studies of the cause

of fermentation and putrefaction, the fruit of which

was to establish that many diseases were reactions

to specific micro-organisms, and bacteriology was

born.

Neither time nor your patience would allow me
to discourse upon the revolutionary influence of

what has been called the germ theory of disease

upon medicine. My point rather is that this also,

by its very success, tended to give a too exclusive

outlook to the generation in which it developed and

achieved its so striking triumphs.

Causation in disease was a larger and more com-

plex problem than had yet been envisaged, and was

the subject of a great deal of partial thinking—still

current amongst us in those simple souls who like

to see in chronic and obscure ill health the work of

that nebulous concept "focal infection.” A cynic

has said that to “find a germ and stop thinking” is

still the preoccupation of too many amongst us.

\Ye have, in fact, forgotten Aristotle and his four

orders of causation—material, formal, efficient, and

final—and we are painfully relearning them in a

terminologv of our own, too, often without realis-

ing that it is only a process of rediscovery.
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In short, intemperate enthusiasms of doctrine

still sway us, and perhaps never more than now
when we see psychiatry and psychosomatic medi-

cine running neck and neck, each seeking to become

the master notion in modern medicine.

* * *

We have seen, then, in our time the progressive

widening of our notions of causation, of a;tiology,

in disease. To bacteriology have been added insights

derived from chemistry, biochemistry, and now
physics, and from the intermittent and often smoky
light of psychology.

From all this mass of knowledge, a more philoso-

phic notion of causation is taking shape, and has

found expression with admirable lucidity and con-

ciseness in a paper by Dr. J. L. Halliday, entitled

Principles of .Etiology, published in the British

Journal of Medical Psychology in 1943. I could

wish that this paper were far more widely known
;

for it is the best synthesis of a complex problem

that I have met, and should he an admirable cor-

rective to those recurrent accesses of dogmatic and
partial thinking which, generation after generation,

have disturbed the steady and rational process of

growth in medicine.

A stage has now been reached when we realise

that we have become increasingly dependent in

medicine upon the application of biological and

physical science to the solution of our problems.

To take but a few obvious examples : the value of

the X-ray film in the diagnosis of carcinoma of the

lung, and its application of arteriography in the

detection of intracranial aneurysm
;
and those blood

and body-fluid examinations of almost infinite di-

versity which are needed for the elucidation of

problems that clinical observation raises but can-

not by itself resolve.

In short we may now be said, in a military meta-

phor. to have “a force of all arms” at our disposal

in the recognition, study, and treatment of disease.

What, amidst this profusion of resources, is now
the place and importance of clinical observation by
the trained senses, which at one time comprised

virtually the entire activity of the physician? Has
it been displaced ? May we relegate it to the realm

of the obsolete? Is its pursuit a mere archaism?

We are now in a period of unprecedentedly rapid

growth in medicine, and it would he foolish, and
contrary to history, to suppose that we are not even

now exposed to all the dangers of partial thinking.

Indeed, with the growth of our resources these dan-

gers multiply, and I fear that the notion of clinical

observation as a largely worked-out method, as in

some of its aspects an archaism, even more the

notion that it has no secrets left to yield to its fol-

lowers, have appeared amongst us and are in fact

another manifestation of partial thinking.

I am suggesting to you the idea that perhaps the

more balanced view is that for the clinician there

is a hierarchy of methods at his disposal, and that,

as in all hierarchies, one comes first and is indis-

pensable.

I am suggesting that for the good clinician the

clinical method—the method of history-taking and
direct examination—takes primacy, and that with-

out it, and the lead it gives the prudent doctor, med-
icine becomes a chaos of activities and techniques,

a blind fumbling after the truth in any particular

case.

It is the first clinical survey and judgment that

determines what devices of applied science should

be used and in what sequence
;
what special tests

can be expected to yield a relevant answer and what
cannot.

All this clinical survey demands of us something

over and above the skilled employment of applied

scientific methods. It demands experience and pru-

dence, or practical wisdom.

In short, if I am right in my view, the clinical

method of direct observation and examination has

in it an element of practical wisdom, which the em-
ployment of scientific techniques of itself does not

possess. It is relatively easy to acquire techniques,

hut judgment in their use is the reward of clinical

experience carefully garnered. Judgment is of the

essence of the clinical method in its fullness. It is

easy to perform a lumbar puncture, but it is not so

easy to know when and when not to perform it.

It is simple to do an air ventriculogram, hut appar-

ently not so simple to know when to refrain from

doing it—though indeed I have heard a surgeon

say “it does nobody any harm to have air put into

his ventricles”—naturally it was of someone else’s

ventricles that he was thinking when thus he spoke.

* * *

I return now to my military metaphor, that in

which I spoke of the clinician facing his tasks of

diagnosis and treatment with a force of all arms at

his disposal : clinical, chemical, biochemical, phys-

ical, bacteriological, pathological, radiological, and

so on.

Each such task that faces him is a different one;

even the patient is no constant, hut a sum of his

inheritance, constitution and environment, and of

the psychological influences that have helped to

mould him. Therefore each task calls for general-

ship in the use of the available resources. Now a

skilled general does not throw all his forces into

every battle in an indiscriminate fashion. He
chooses his weapons and the circumstances and

the moment when he shall use them. In other words

lie uses judgment. His judgment may be fallible,

the event may falsify it. Nevertheless, he remains

aware that judgment, discrimination, and foresight
concluded on page 628
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NON-HOSPITALIZED TUBERCULOUS PATIENTS

IN RHODE ISLAND

A Summary by F. G. Ruest, m.d., Director
,
Division of Tuberculosis Control, and Jean C. MacCori-

SON, Executive Director, Rhode Island Tuberculosis and Health Association, of the recently published

study by their organizations with the co-operation of the U.S. Public Health Service.

The study of the non-hospitalized tuberculous

patients in Rhode Island has been completed.

The full report has just been published, with de-

tailed findings and implications for future activity

as indicated for the private physician, the official

and voluntary agencies, and individuals most di-

rectly concerned with tuberculosis control.

The study was undertaken in October, 1957, with

the endorsement of the Rhode Island Medical So-

ciety. It was conducted jointly hv the Division of

Tuberculosis Control, State Department of Health,

and the Rhode Island Tuberculosis and Health As-

sociation, with the co-operation of U.S. Public

Health Service.

Its purpose, as set forth in a schedule outlined

for all co-operating workers, was to learn “more

about the clinical status, medical supervision, and

recommendations of the non-hospitalized tubercu-

lous patients, as well as all nursing and social serv-

ices being utilized by them. This information will

serve as a basis for determining how existing fa-

cilities and services can he better utilized, and what,

if any, additional treatment and rehabilitation facil-

ities are needed.”

Publication of the complete report was under-

taken hv the Rhode Island Tuberculosis and Health

Association, through its sale of Christmas Seals.

It may be obtained from Association headquarters,

76 Dorrance St., Providence 3, R.I.

Of primary interest to physicians are the ex-

cerpted findings listed below, and the recommen-

dations which pertain to medical aspects of the pa-

tient’s care.

Method

A study date of October 1. 1957, was chosen.

Non-hospitalized cases were selected from the state

case register on the basis of the latest diagnosis on

or prior to that date, and fulfilled one of the follow-

ing criteria

:

1

.

Active—included those with positive bacteri-

ology, regardless of how the clinical status

was classified, and those recorded locally as

“quiescent” or “arrested” when medical de-

cision indicated that their clinical classifica-

tion was “probably active.”

2.

Activity undetermined, hut probably active.

3.

Inactive (or other than active) with current

chemotherapy recommendations.

The study date was established so information

gathered would reflect the situation as it existed at

a specific time. A cut-off date of January 1. 1958,

was selected, by which time information was to be

submitted.

For study purposes, the state was divided into

four districts: Providence, Northern, Southern,

and Southeastern. A series of orientation meetings

was held for public health nurses in the four dis-

tricts, on whom would devolve the major task of

collecting information. Resource personnel on state

and district levels were available for consultation

throughout the study.

Data came from nursing records, hospitals, clin-

ics, physicians, health and social agencies. After

editing for accuracy and consistency, those cases

not meeting strict criteria were removed from the

study.

Findings of Particular Interest to Physicians

The study covers 257 patients. Of the 662 origi-

nally selected, 405 did not meet study criteria.

Of the 257 chosen for study, 123 are active and

probably active
; 26 presumably active (these cases

did not have any activity report within 12 months

preceding the study date, even though the latest

diagnosis was active or probably active)
;
108 other

than active with drugs prescribed.

About three fourths of the patients at home,

diagnosed active or inactive on drug therapy, are in

the advanced stages of disease
;
about 89% of those

classified as presumably active (with latest clinical

report over one year ago) are in the advanced

stages.

Seventeen per cent of active cases did not have

a medical report in the year prior to the study.

About one third of active cases had no medical

supervision.

Fifty-three per cent of active and presumably

active cases had no bacteriological report in the

past six months. Another 29% of active cases are

at home, with a recent positive sputum
;
only 18%

had a negative sputum in the sixth months prior to

study date. It must he concluded that the results of

a most important laboratory test are not known for
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a high proportion of this group which should have

priority of follow-up.

This, plus the fact that one third of the active

cases had no or unknown medical supervision, re-

veals a serious gap in supervision and care of this

most important group of the health department’s

case load.

Of those under medical supervision, nearly 60%
are under the care of private physicians.

Less than 40% of active cases had drug therapy

recommendations.

Only 14% of patients at home have a current

recommendation for hospitalization.

Eighty per cent had previous hospitalization. Of
this group, 82% of patients discharged from hos-

pital as inactive are still inactive. However, 72%
discharged as active are still active. Forty-four per

cent of patients in the study, discharged from hos-

pital left against medical advice. Over three fourths

of these were among those clinically active on dis-

charge. Sixty-one per cent of currently active cases

remained in hospital less than six months
;
only

19% of those considered inactive remained in hos-

pital less than six months.

Of the total number of patients in the study, 20%
received no nursing service, yet over 60% of this

group had active or presumably active disease.

Eighty per cent of patients received nursing vis-

its
;
however, the percentage of patients visited was

lowest in the group first reported in the past six

months. More emphasis on nursing visits among
these newly reported cases would provide an op-

portunity for teaching and guidance in areas where
the need is greatest.

Responsibility for reporting cases in Rhode
Island rests mainly with the diagnosing physician.

Responsibility for instruction of patients and their

families on how to protect themselves and the com-
munity rests with the public health officials. When
a new case is reported by a physician, the local nurse

contacts him to learn whether or not he wishes home
nursing service. Nearly 40% of cases not visited

were not referred to the public health nurse—indi-

cating a breakdown in this procedure. Also, the

physician frequently requests that no nursing visit

be made.

Only one third of the active and presumably
active patients at home were living under conditions

conducive to adequate care of the patient and pro-

tection of his family and the public. Of this group,

about half had recommendations for hospital-

ization.

Recommendations

There should be more prompt and more complete

reporting of tuberculosis cases to the State Depart-

ment of Health, as required by law.

Closer co-operation between the Division of Tu-

berculosis Control and the supervising medical

authorities concerning periodic interchange of pa-

tient information is urgently needed.

X-ray and laboratory facilities should he utilized

more frequently by the supervising physician. All

active and presumably active cases should have

sputum examinations by smear and culture at least

once every three months until the sputum becomes

negative and the lesion stabilized. Patients denied

benefit of laboratory services are not receiving the

minimum of medical supervision required for

proper treatment of their disease.

Every patient with a new diagnosis of active

tuberculosis should he encouraged to go into the

hospital for a period of time sufficient to insure

proper control of his disease. This minimum period

should last until there is sputum conversion and

regressive changes in X-ray appearance of the le-

sion have taken place. It is still the considered opin-

ion of most authorities that a period of hospital-

ization is desirable for every newly diagnosed case

of tuberculosis.

Treatment facilities for the tuberculous patient

should be made available in out-patient depart-

ments of general hospitals. These services are in-

dispensable for the care of those who refuse hos-

pitalization, and who are unable to pay for medical

services and drug therapy.

Adult contacts should he X rayed routinely at

least every six months
;
children and teen-agers

should be tuberculin tested with the same frequency

until they become positive reactors. If and when the

tuberculin reaction becomes positive, a chest X ray

should be obtained and repeated every six months.

These procedures should be continued for a period

of at least two years following the termination of

exposure.

Use of the intradermal tuberculin test, as a

screening procedure, should be developed under

the auspices of the Division of Tuberculosis Con-

trol. It reveals infection before any evidence of

disease is apparent by X ray, and furnishes a valu-

able lead to open cases of tuberculosis within the

individual’s family or neighborhood. It may indi-

cate a need to initiate prophylactic chemotherapy

among children, thus lessening the possibility of

further complications—pulmonary, meningeal, or

hematogenous.

All concerned with tuberculosis control should

work to reduce the high percentage of against med-

ical advice hospital discharges. The physician, pub-

lic health nurse and medical social worker have a

responsibility in preparing the patient for hospital-

ization; if he is well oriented he is more likely to

remain until discharged with medical advice.

Further study is indicated of the problem of the

medically indigent patient and his family, as to

whether or not medical services and drugs are avail-
concluded on next page
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able to all in need of them. Medical care and drugs

are now available only to the patient meeting the

Social W elfare Department's criteria for medical

indigence—a matter calling for realistic reappraisal

in the light of today’s needs.

Rehabilitation services for the non-hospitalized

tuberculous patient should be employed more fre-

quently : too few patients have been referred to

rehabilitation agencies, and most referrals have

been during hospitalization. Broadly speaking,

every phase of patient care is rehabilitation, and

must continue from the time of diagnosis to that

of his return to normal living. Referral for voca-

tional rehabilitation should begin as soon as the

physician’s recommendation is available, so that,

where possible, the period of inactivity can be used

in preparation for suitable future employment.

The full report covers many other aspects of

tuberculosis control, including public health nurs-

ing, the functioning of government and social

agency services, social and economic problems of

the patient, and educational programs. Information

covered, presents study findings on a state-wide

basis, and in many cases, supplements it with sta-

tistical breakdown for districts.

ON CLINICAL MEDICINE
concluded from page 625

are qualities expected of him and necessary to the

maximal efficiency of his activities.

So each of us needs to show generalship in the

use of our resources, and this generalship requires

as a condition of its possession by us, clinical ob-

servation and clinical judgment. And. further, this

generalship, as I am calling it, is demanded of us

not only because it is a logical use of reason, but

also on grounds of prudence
;
that prudence that

bids us cherish first of all the welfare of our

patients.

Now, you may say that it is never prudent to

leave anything to chance, that more mistakes are

made from carelessness than from ignorance. There

is an element of truth in this, but it is not a justifica-

tion for indiscriminate investigation, which is unin-

telligent, wasteful, and often a cause of discomfort

and hazard to the patient. W e still have the respon-

sibility to plan systematically, to employ each test

for an end we can both specify and justify, and to

refrain from forms of investigation that can oft'er

no relevant information and can promise no benefit

to the patient.

I suppose it would not be an exaggeration to say

that every day many hundred square yards of

X-ray films are unnecessarily exposed and many
man hours of radiographers’ time—not to mention

a deal of money—are squandered. Pathologists and

bacteriologists could, I feel sure, echo my complaint

on this score.

I am not advocating a deliberate archaism of

RHODE ISLAND MEDICAL JOURNAL
method

; a refusal to be up to date
;

I am simply

seeking to stress that the more resources we have
the greater demand their use makes upon our intel-

ligent forethought. They are demands upon clinical

judgment and not substitutes for it.

It will be time enough for us to reproach the State

for the number of forms its requires the doctor to

complete, when we have put some check upon our
own private orgies of chit-signing to the laboratory

departments of our profession.

* * *

It seems to me. therefore, that there are two
lessons we may learn from the history of modern
medicine, lessons for the teacher not less than for

the taught. That the clinical discipline is the real

and only sound foundation of wisdom in the prac-

tice of medicine. Secondly, that a great safeguard

against partial thinking and specialist enthusiasms

is, at least for those who teach medicine, some
measure of understanding of the history of modern
medicine. This does not simply mean familiarity

with the chronicles of medicine, which is what is

commonly understood by the term “the history of

medicine.” After all. chronicles are merely the raw
material of history. What we need is some appre-

ciation of the movements of thought, the rise of

new insights—their good and their bad influence.

Modern medicine is rooted in its past, and of that

past we should seek to understand the significance.

Such an understanding is surely vital to the teach-

ing of medicine. Only when we possess it can we
hope to orient ourselves in the rapidly growing body

of knowledge and avoid the errors and illusions of

finality of our predecessors and of some of our

contemporaries.

The one enduring and unbroken thread which

runs through the past three centuries of medical

history, sometimes hidden in the rich and intricate

fabric of medical knowledge, but always holding it

together and lending coherence to its pattern, is the

clinical discipline. Without it, medicine must be-

come a chaos of techniques employed by clever

people devoid of humanism and practical wisdom.

Butterfield's

DRUG STORE
Corner Chalkstone & Academy Aves.

ELMHURST 1-1957
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THE PROVIDENCE RESCUE SQUADS

Ax old man, held in the vice of his recurrent

asthma, sits on the steps of his boarding house—

-

waiting; a child struck by an automobile, lies un-

conscious on the street ; a busy executive working

at his desk is suddenly seized by severe pain in his

chest ; high up in an electrical powerhouse a man is

caught in a large transmission belt ; in her home, an

old woman trips on a rug and cannot rise from the

floor
;
a woman finds herself in imminent labor and

needs immediate attention; these are but a few of

the people who require the care, skillful and prompt,

at all hours of the day and night, of Captain Badger
and his associates who compose the three Rescue

Squads in the Providence Fire Department. To talk

with these men, and to listen to the story of their

experiences, some of them humorous, many of them
tragic, all of them interesting, is to enhance one’s

esteem for the men and one’s admiration for their

work.

Sixteen years ago there were no rescue squads in

Providence, but members of the Fire Department,

increasingly aware of the need, began to talk about

a “rescue squad.” By 1940, plans were under way
to put one in service. The proposal was altogether

novel, and, as usual, was met by not a little skepti-

cism, lay and medical, as to its feasibility and value.

In spite of all this, men were trained, equipment
bought, and on January 11, 1942, “Rescue Com-
pany No. 1” was installed at headquarters. La Salle

Square, to render emergency first aid to the public.

The public immediately showed its confidence in

the Squad by calling it, in its first year 254 times,

an average of 21 calls per month. This was an ex-

cellent beginning, but it was only the beginning, for

by the end of 1956, calls had increased to 3,638 per

year, and from January 1 to October 18, 1958 they

had risen to 5,250. To meet these rapidly mounting
requests for help, a second squad was stationed at

Messer street in 1952, and in 1957, a third squad at

Branch avenue and North Main street.

Members of our profession are especially be-

holden to the Rescue Squads for many invaluable

services to ourselves and to our patients—services

always graciously given, which we could not our-

selves have rendered. Most of us recall the pleasant

occasion on January 3, 1955 when the Rescue
Squads of the Providence Fire Department were

awarded bronze plaques by the Providence Medical

Association for outstanding community service. In

awarding the plaques Doctor William J. O’Connell,

president of the Association, remarked, “As an

Association we have individually and collectivelv

noted the outstanding service that has been given

the people of the Greater Providence area by the

Providence Fire Department, through the service

of its special rescue squads. There are few among
us who have not had occasion to work with one of

these units, to know how capably they are trained

for their tasks, and how unselfishly they serve, with

little or no recognition for their work above and be-

yond their specified assignments as firemen.” And
while, as physicians, we pay our small tribute of

commendation and gratitude to the rescue squads

of Providence, let us be mindful of the similar
concluded on next page
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services which are being rendered by the rescue

squads in other communities of the state : for the

splendid work of these dedicated men should never
he taken for granted.

POLIO VACCINATIONS TO RESUME
The success of the Salk vaccine has tended to

lull the general public into a sense of security, and
apathy about continuing the control of the disease.

In spite of the fact that there has been no shortage
of vaccine at any time during the year, the progress
that could and should have been made was not.

For example, of the population under the age
forty, about 53% has not had the basic three injec-

tions. and over a third has had no vaccine at all.

Further, there were 1.815 cases of paralytic polio

during the first nine months of the year, *258 more
than in the same period in 1957.

The increase in the number of paralytic cases is

no reflection on the efficacy of the vaccine. During
the three and one-half years of the use of the vac-

cine, its effectiveness rate has held at between 60%
and 90%. Xor is there any evidence that properly

vaccinated persons are losing their immunity.
Polio is not yet conquered. In the coming months

a promotion campaign to alert the public to a con-

tinuing necessity for vaccination will he under-
taken by the national Advertising Council in co-

operation with the American Medical Association,

the National Foundation, state and local health de-

partments and medical societies, and private groups.

Are you helping to get more people inoculated

with the Salk poliomyelitis vaccine ?

HEALTH INSURANCE FOR THE OLDER
AGED PERSON

1 he action of the House of Delegates of the

Rhode Island Medical Societv at its September
meeting establishing a special committee to explore

the feasibility of paid up at age sixty-five years

coverage under our Physicians Service program is

further evidence of the desire of the physicians to

cope with the costs of medical care for all persons.

However, it should he noted that the Rhode
Island Medical Society Physicians Service already

leads the nation in enrollment and in accepting

persons of all ages. Our record includes coverage
for three persons 100 years or over, and for some
66,000 beyond the age of sixty-five.

Industry now pays the bulk of the cost for in-

surance under the voluntary programs, mainly as

part of wages. Some companies have already

adopted the procedure of continuing Blue Cross
and Physicians Service coverage for retired em-
ployees as part of their pension or retirement pro-

grams. Certainly, the whole problem warrants some
study, and the Society is to be commended for un-

dertaking it.

RHODE ISLAND MEDICAL JOURNAL
\\ e note with interest, in connection with this

subject that a newly published survey by the federal
government indicates that the number of older aged
persons with health insurance is growing at a much
faster rate than the senior citizen population itself.

Today there are nearly 15 million Americans who
are sixty-five years of age or over. This figure is

expected to rise to 21 million persons by 1975.
The government study shows that the number
sixty-five years and over increased by 13% from
March, 1952 to September, 1956, while the number
of senior citizens covered by health insurance went
up 56%.

It would appear then, that the needs of our older
age group can he adequately met by joint planning
between the insurance industry and medicine with-
out our rushing to Washington for a federal sub-
sidy for which exorbitant taxes would be imposed.

IMPORTANT ANNOUNCEMENT
AFTER MANY MONTHS OF CAREFUL

STUDY YOUR RHODE ISLAND MEDICAL
SOCIETY COMMITTEE ON INSURANCE

HAS APPROVED AN EXCELLENT
NEW PROGRAM OF . . .

CATASTROPHIC
Hospital — Nurse Expense Insurance

and

OVERHEAD EXPENSE REIMBURSEMENT

* * *

LOOK FOR THE DETAILS

in your mail this month

This plan is considered to be most advan-

tageous to members. Be sure to give it serious

consideration!

R. A. Derosier Agency

32 Custom House Street

Providence 3, Rhode Island

GAspee 1-1391

The Office of Medicine is but to tune this curious

harp of man’s body, and to reduce it to harmony.

BACON, Advancement of Learning

PATRONIZE JOURNAL ADVERTISERS
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Dartal helps the patient reintegrate his mental processes

In everyday office practice as well as under hospital conditions

Dartal is consistent in its effects as few tranquilizers are.

Dartal promotes emotional balance

Dartal effectively decreases or relieves emotional hyper-

activity and psychomotor excitement.

Dartaj is unusually safe

At a recent symposium, leading hepatologists* concluded that

Dartal is not icterogenic or hepatotoxic.

Dartal is effective at low dosage

One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses;

one 10-mg. tablet t.i.d. in psychoses.

a superior psychochemical

for the management of both major and
minor emotional disturbances

dihydrochloride brand of thiopropazate dihydrochloride

•A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958.

SEARLE



632 RHODE ISLAND MEDICAL JOURNAL
TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT

HOUSE OF DELEGATES

of the

RHODE ISLAND MEDICAL SOCIETY

Report of Meeting Held September 24, 1958

Aregular meeting of the House of Delegates

of the Rhode Island Medical Society was held

at the Medical Library in Providence on Wednes-
day. September 24. 1958. The meeting was called

to order by the president, Doctor Francis B. Sar-

gent. at 8:00 p.m. The following delegates were in

attendance

:

BRISTOL COUNTY: Ulvsse Forget. M.D.
KENT COUNTY: Peter C. H. Erinakes, M.D.

;

Edmund T. Hackman, M.D. NEWPORT COUN-
TY: Anthony T. Carrellas, M.D.

;
Philomen P.

Ciarla. M.D.PAWTUCKET DISTRICT: Fer-

dinand S. Forgiel. M.D. ;
Robert C. Haves. M.D.

;

Alexander A. Jaworski, M.D. WASHINGTON
COUNTY: (none). WOONSOCKET DIS-
TRICT: Joseph A. Bliss, M.D. OFFICERS OF
THE RIMS (other than delegates) : Francis B.

Sargent, M.D.
;
Thomas Perry. Jr., M.D. STATE

HEALTH DEPT. DIRECTOR (without vote) :

Edward A. McLaughlin, M.D. PROVIDENCE
MEDICAL ASSOCIATION: Charles J. Ash-

worth, M.D.
;
Irving A. Beck, Jr., M.D.

;
Bertram

H. Buxton, Jr., M.D.
;
Wilfred I. Carney, M.D.

;

William B. Cohen, M.D.
;
Harry E. Darrah. M.D.

;

Michael DiMaio, M.D.
;
Frank D. Fratantuono,

M.D.
; J. Merrill Gibson, M.D.; John F. W. Gil-

man. M.D.
;
Seebert J. Goldowsky, M.D.

;
John C.

Ham, M.D.
;
Joseph Hindle, M.D.

;
Albert H.

Jackvonv, M.D.
;
Walter S. Jones, M.D.

;
Joseph

G. McWilliams, M.D.
;
Francis W. Nevitt, M.D.

;

Arnold Porter, M.D. ; William J. Schwab, M.D.

Also present were Doctor Ezra Sharp, chairman

of the Committee on Aging, Doctor James B.

Moran, chairman of the Committee on Disaster.

Doctor Hannibal Hamlin, chairman of the Charles

V. Chapin Study Committee, Doctor Harold Wil-

liams, chairman of the Mental Health Committee,

and John E. Farrell, Sc.D., executive secretary.

Report of the Secretary

Doctor Thomas Perry, Jr., secretary, reviewed

his report which had been published in the hand-

book issued to the delegates.

Action: It was moved that the Report of the

Secretary, as submitted, be received and placed on

file. The motion was seconded and adopted.

A copy of the report is made part of the official

minutes of the meeting.

Report of the President

Doctor Francis B. Sargent, president, reviewed

his report, copy of which had been published in the

handbook for the delegates, a copy of which is made
part of the official minutes of the meeting.

Action: It was moved that the Report of the

President be approved and placed on file.

Report of the Treasurer

The president noted that Doctor Garside was not

present, hut his report had been issued to the dele-

gates in their handbook.

Action: It was moved that the Report of the

Treasurer as submitted to the delegates be ap-

proved. The motion was seconded and adopted.

(Copy of the report is made part of the official

minutes of the meeting.)

Recommendations from the Council

Doctor Perry reported that the Council made the

following recommendations to the House of Dele-

gates :

1. That the Society’s official representatives on

the Board of Directors of the Blue Cross, for

the fiscal year starting with the annual Blue

Cross meeting in January, 1959, he: Charles

L. Farrell, m.d., and Charles J. Ashworth,

M.D.

Action: It was moved that the recommendation

be adopted. The motion was seconded and passed.

* * *

2. That the Society’s official delegates to the

House of Delegates of the American Medical

Association for the period from January 1,

1959 through December 31, 1960 be : DELE-
GATE: Charles J. Ashworth, m.d., of Provi-

dence, and ALTERNATE DELEGATE:
Arthur E. Hardy, m.d., of Edgewood.

Action: It was moved that the recommendation

he adopted. The motion was seconded and passed.

* * *

3. That the 1959 dues assessment for active
continued on page 636
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continued from page 632

members more than one year in practice be

$50.00, and for members in their first year of

practice. $25.00.

Action: It was moved that the recommendation
relative to dues for 1959 he adopted. The motion

was seconded and passed.

Communications

The secretary reported the following communi-
cations :

1. A letter of resignation from the Society by

Doctor Arthur E. O’Dea, who is moving to

Massachusetts.

Action: It was moved that the secretary express

to Doctor O’Dea its commendation for his out-

standing service to the state of Rhode Island as its

chief medical examiner and also for his excellent

leadership as chairman of the Committee on High-

wav Safety. The motion was seconded and adopted.

* * *

2. A recommendation from the Pawtucket Med-
ical Association that the House of Delegates

of the Rhode Island Medical Society investi-

gate paid-up at age 65 years’ health insurance,

particularly as regards the cost and public ac-

ceptance, and whether or not this feature

should he incorporated under the present Blue

Cross-Physicians Service program.

Doctor Alexander Jaworski. Delegate from

Pawtucket, discussed the work of the Com-
mittee on Economics of the Pawtucket Med-
ical Association outlining its preliminary

study of health insurance coverage for per-

sons over the age of 65 years. At the conclu-

sion of his discussion. Doctor Jaworski moved
that the House of Delegates of the Rhode
Island Medical Society, through a special

committee, investigate the possibility of a

paid-up age 65 years’ health insurance plan

under the Rhode Island Medical Society Phy-

sicians Service from the following points of

view

:

1. Its effectiveness as a specific measure to

combat governmental health plans for the

aged,

2. Its financial feasibility,

3. Its public acceptance
;
and further that this

committee report to the House of Dele-

gates with recommendations within six

months.

The motion was seconded and after discussion

was approved on a divisional vote.

RHODE ISLAND MEDICAL JOURNAL
Report of the Committee on Aging

Doctor Ezra Sharp, chairman of the Committee
on Aging, reported on a medical society planning
conference held in Chicago by the American Med-
ical Association’s Committee on Aging. His major
criticism of the two-day conference was its failure

to devote any time to a discussion of the economic
problems in the health care of the aged.

Benevolence Fund
The president noted that the trustees of the

Benevolence Fund had submitted their report

which was included in the handbook to the dele-

gates. copy of which is made part of the official

minutes of the meeting.

Action: It was moved that the report of the trus-

tees of the Benevolence Fund be received and
placed on file.

Cancer Committee

The president noted that the Cancer Committee
had submitted its report to the delegates as pub-
lished in the handbook, copy of which is made part

of the official minutes of the meeting.

Action: It was moved that the report be received

and placed on file.

Charles V. Chapin Study Committee

Doctor Hannibal Hamlin, chairman of the

Charles V. Chapin Study Committee, briefly re-

viewed and commented on the highlights of the re-

port prepared by Doctor Ingalls and released to the

press on August 1 1 with the approval of the Council

of the Society.

A written report of the Committee was included

in the handbook to the delegates is made part of the

official minutes of the meeting.

Action: It was moved that the report of the

Charles V. Chapin Study Committee be received

and placed on file.

Civil Defense

Doctor James B. Moran, chairman of the So-

ciety’s Committee on Disaster, reviewed the work
being done in civil defense in Rhode Island. He
noted that with the development of the *'H” bomb
a new phase in survival had arisen. He stated that

members of the Committee had been serving in an

advisory capacity to the governor’s committee rela-

tive to the locating of ten 200-bed emergency hos-

pitals within the state. With the establishment of

these hospitals he reported that the Disaster Com-
mittee hoped to draft a program relative to direct-

ing surgical teams to each hospital unit.

Doctor Moran also reviewed a regional confer-

ence on civil defense held in September at Boston

under the auspices of the American Medical Asso-

ciation. He cited the magnitude of the task ahead
continued on page 638



NOVEMBER, 1958 637

By proper planning, the fortunes of men can by-pass

chance, outlast the vagaries of time and endure for generations

Where skilled handling counts most

Medical emergencies often demand skilled and

immediate treatment. By the same token, investment

matters also require the attention of qualified and

well trained investment managers.

It’s one reason why so many Rhode Island doctors

entrust the care and management of their securities

to Hospital Trust. Our Personal Agency Account

frees you from all investment duties and responsi-

bilities but you retain final authority on all matters

pertaining to your portfolio. For complete informa-

tion on a Personal Agency Account, call or see one

of the trust officers in our Agency Division.

New England’’s Oldest Trust Company - Founded in 1867

Member Federal Reserve System • Federal Deposit Insurance Corporation

OFFICES IN PROVIDENCE • CRANSTON • EAST PROVIDENCE • EAST GREENWICH • NEWPORT • PAWTUCKET • WAKEFIELD • WOONSOCKET



638

HOUSE OF DELEGATES
continued from page 63

6

for the Committee and for all physicians, and he

asked for continued support as the civil defense

program is expanded.

Action: The House commended Doctor Moran
for the excellent work of his Committee and a mo-
tion was made that the report be approved. The
motion was seconded and adopted.

Diabetes Committee

The president noted that the Committee on Dia-

betes had submitted a written report which was

included in the handbook to the delegates, a copy

of which is made part of the official minutes of the

meeting.

Action: It was moved that the report of the

Committee on Diabetes be received and placed on

file. The motion was seconded and adopted.

Health Insurance

Doctor Robert C. Hayes gave an oral report for

his committee, stating that the group health and

accident program would be applied this fall to pro-

vide a coverage for nursing service, and a program

for overhead expenses coverage would also be

ottered on a group basis. He discussed the Rhode
Island Plan which parallels the Physicians Service

plan and he asked the House to give consideration

as to whether it should be continued.

Action: The House voted that the Health Insur-

ance Committee should review and consider the

advisability of discontinuing the Rhode Island

Plan, and that it report its recommendation to the

House of Delegates.

5*C jjc

A motion to approve the report of the Health

Insurance Committee as submitted was seconded

and passed.

Maternal Health

The president noted that the Maternal Health

Committee report had been submitted to the dele-

gates in their handbook, a copy of which is made
part of the official minutes of the meeting.

Action: It was moved that the report of the Ma-
ternal Health Committee be received and placed on

file.

Medical Defense and Grievance

Doctor Earl F. Kelly, chairman of the Commit-
tee on Medical Defense and Grievance, reported

briefly on the work of his Committee. His report

was one of information and called for no action by

the House.

Committee on Highway Safety

The president reported that the Committee on

Highway Safety had submitted a report too late to
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be included in the handbook, but copies had been

prepared for distribution to the delegates at the

meeting. The report was read in part by the secre-

tary. and it was discussed by the members of the

House in relation to the report of the Committee
on Mental Health.

Action: It was moved that the report of the

Highway Safety Committee be received and placed

on file. The motion was seconded and passed.

Report of the Committee on Mental Health

Doctor Harold \Y. Williams discussed the report

of his committee as found in the delegates’ hand-

book. a copy of which is made part of the official

minutes of the meeting. He discussed the report in

relation to the report of the Highway Safety

Committee.

Action: It was moved that the House adopt the

resolution submitted by tbe Committee on Mental

Health. The motion was seconded and passed.

jjs H1

The House voted that the report of the Com-
mittee on Mental Health be approved as a whole

and placed on record.

Physicians Service

Doctor Francis B. Sargent reported that the

plans for the extension of Physicians Service were

progressing, and he anticipated a meeting in the

immediate future of the chairmen of the subcom-

mittees of the indemnity schedule committee. He
stated that if it were necessary for a meeting of the

House of Delegates to discuss the final report, he

would call a special session.

Medicare Program

Doctor Sargent noted that a listing of the changes

in the medicare program adopted by the Depart-

went of Defense had been included in the handbook

of the delegates for their information.

Miscellaneous Business

Doctor J. Merrill Gibson reported briefly on his

experience and that of other physicians who par-

ticipated in a civil defense study earlier in the year

at which the seriousness of a radioactive fallout for

Rhode Island residents was highlighted. He com-

mended Doctor Moran for the continued fine work
of the Disaster Committee and he urged the dele-

gates to give every support to the development of

the civil defense disaster program in the coining

months.

Adjournment

The president declared the meeting adjourned at

9:50 p.m.

Respectfully submitted,

Thomas Perry, Jr., m.d., Secretary
continued on page 640
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HOUSE OF DELEGATES
continued from page 638

REPORT OF THE SECRETARY
At meetings since the April meeting of the House

of Delegates the Council

:

Appointed the chairman of the Society’s Com-
mittee on Mental Health to he its official delegate

to the 5th Annual Conference on Mental Health to

he conducted by the American Medical Association.

Approved a recommendation from the Rhode
Island Joint Commission for the Improvement of

the Care of the Patient that the Committee become
a standby committee.

Referred hack to the Pawtucket Medical Asso-

ciation for clarification a resolution submitted to

the Society.

Approved of the drafting of a statement from
the Society to the Congressional Committee to

which had been referred H.R. 9467. (The state-

ment appears in the August issue of the Rhode
Island Medical Journal.)

Authorized the Board of Trustees of the Medical

Library to make any needed or urgent repairs.

Voted to bring to the attention of the chairman

of the Executive Committee of each hospital in the

State Section 5 of the report of the legal counsel

relating to hospital records and tissue committees.

Approved a report by Doctor George \Y. Water-

man relative to the federal Medicare Program, and

commended Doctor Waterman for his work in this

important assignment.

Voted to request that the Governor consider

official representation from the Society on the Ad-
visory Committee to the Division of Aging, and also

on the Commission to study methods of providing

financial assistance for students pursuing higher

education.

Requested the chairman of the Industrial Health

Committee to submit a report with recommenda-

tions relative to special assistance to the Workmen’s
Compensation Commission.

Named Doctors Francis B. Sargent, George W.
Waterman, and Thomas Perry, Jr., as the Society’s

official delegates to the Council of the New England

State Medical Societies for 1958-59.

Approved of the request of the Library Com-
mittee for the employment of a full-time assistant

librarian.

Voted support of the Woonsocket District Med-
ical Society in its protest to a local industrial con-

cern relative to its requirement that injured work-

ers first consult a designated physician rather than

the physician of their choice as provided under the

Workmen's Compensation Law.

Authorized the executive secretary to represent

the Society at a conference meeting to plan a re-

gional rural health conference.
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Voted to request the Mutual Insurance Company

of Omaha, the fiscal agent for Medicare in Rhode
Island, to appoint a local representative to answer

reasonable inquiries from physicians regarding

coverages in view of the new restrictive regulations

established for the program.

Approved of the proposed budget for 1959 sub-

mitted by the treasurer, and also approved of

changes in the investment program as recom-

mended by the Trust Department of the Industrial

National Bank.

Voted that the officers of the Society should en-

deavor to resolve the request of the editor of the

new A.M.A. News Bulletin for a local corre-

spondent.

Voted a $300 donation to furnish equipment for

an American Legion Blood Donor Mobile Unit.

Approved of the release to the public of the spe-

cial study report of the Charles V. Chapin Com-
mittee prepared by Doctor Ingalls of Boston.

Thomas Perry, Jr., m.d., Secretary

REPORT OF THE PRESIDENT
At this meeting I report to the House the follow-

ing actions that have been taken during the summer
months

:

Appointment

I have named Doctor George McClellan of Paw-
tucket as trustee-at-large to the Board of Trustees

of the Medical Library Building for the year 1959.

Conference on Aging

The problems of the aged, particularly their

health problems, are scheduled for much intensive

study in the coming months. A White House Con-

ference on Aging is scheduled for next year, and it

will he preceded by a State Conference, under pro-

visions of Congressional legislation enacted follow-

ing its introduction by Congressman John E.

Fogarty of Rhode Island.

Two weeks ago the American Medical Associa-

tion held a Conference on the Problem of the Aged,

and I appointed Doctor Ezra Sharp, chairman of

our State Committee, to attend, hie will report to

you at this meeting.

Cancer Conference

The Cancer Committee plans a seminar for gen-

eral practitioners at Peters House, Rhode Island

Hospital on October 19 and 26, and a statewide

conference on cancer for all physicians next March

18 under the auspices of the Society.

Civilian Defense

Recently a Regional Civilian Defense confer-

ence was held in Boston which the chairman of our

Disaster Committee of our Society attended, and

his report will he made directly to you.
continued on page 650
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CIVIL DEFENSE PLANNING IN THE NORTHEAST

O n September 13 a meeting of the Committee

on Civil Defense of the Council on National

Defense of the American Medical Association

was held with state medical society and Civil De-

fense representatives of the Northeast region at

Boston. Massachusetts. Representing Rhode Island

at this meeting were Dr. James B. Moran, chair-

man of the Rhode Island Medical Society’s com-

mittee on disaster, and Mrs. H. Frederick Stephens,

Eastern Regional Chairman of Civil Defense for

the Woman’s Auxiliary to the American Medical

Association.

Highlights of this session, as reported by the

Council on National Defense of the A.M.A. are

summarized as follows:

Status of State Medical Care Plans for Disaster

There was general agreement that missing ele-

ments in civil defense today were stimulation, guid-

ance, and assistance from the federal level. Stimu-

lation and guidance, especially standing operating

procedures and standard terminology, would he

most welcome and helpful at the state level, espe-

cially in regional planning. It was felt that this

would help in some measure to overcome the apathy

of not only the general public but also that of some

medical and paramedical personnel. Greater par-

ticipation in medical civil defense affairs and civil

defense generally is most urgently needed. The

participation by physicians must be continually

stressed.

Rhode Island

The planning of the medical aspects of civil de-

fense was reported to be progressing satisfactorily

in Rhode Island. Hospitals have disaster plans and

the governor has appointed a commission which is

active in prepositioning 200-bed civil defense emer-

gency hospitals. These emergency hospital units

have also been displayed to the public.

Connecticut

Connecticut reported that there is now a state

approved civil defense plan but little operational

activity. There has been, however, activity at the

county level in some counties where the county

medical society has plans for assistance in minor

disasters.

Massachusetts

In Massachusetts, it was reported, the civil de-

fense situation is one of confusion and little activ-

ity. This was partially attributed to a lack of funds.

At the medical civil defense level the existing organ-

ization is confined to the hospital staff with the

Massachusetts Medical Society being reported as

apathetic in the civil defense field. However, the

representative of the Woman’s Auxiliary to the

Society reported that the Auxiliary was quite ac-

tive in civil defense affairs, particularly in assisting

in setting up civil defense plans for schools and

nursing groups. In addition, members of the Aux-
iliary have spoken on civil defense before civic

groups and participated in radio programs.

Maine

While the state of Maine has a detailed civil

defense plan, it has not, as yet, been approved by

the governor. However, the Maine Medical Asso-

ciation has a detailed and active civil defense. Co-

operation and co-ordination between the Associa-

tion, Maine health services, and the hospitals was
reported as excellent. The participation by physi-

cians in civil defense activities, it was emphasized,

must be continually stressed. The Woman’s Aux-
iliary to the Maine Medical Association is also quite

active in civil defense affairs. This activity is mainly

with the “Grandma’s Pantry” and “Grandma’s

Treasure Chest" projects.

Vermont

In Vermont, the civil defense organization is

largely under the state health department, it was

reported. Most of the physicians in the health de-

partment are also active in the state medical society

which is about to come forth with a good civil de-

fense plan. The societv has worked in co-operation

with the Red Cross in disaster planning and has

conducted paper and actual tests of the 200-bed

civil defense emergency hospital. Again, the main

problem is getting people interested. It was thought

that this could he accomplished, at least to some

extent, by central guidance, standing operating

procedures, and standard terminology. The

thought was advanced that regional rather than

state planning is needed for effective civil defense.

It was also suggested that the people’s interest in

continued, on page 646
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CIVIL DEFENSE PLANNING
continued, from page 644

civil defense could be fostered by stressing that

civil defense was not so much preparation to sur-

vive hut preparation which could possibly deter

aggression. Once people are sold on civil defense,

pressure on the federal government would be

greater and more effective and thus the federal

guidance and support that is needed could be

achieved.

Airs. Stephens Reports for Auxiliary

The Eastern Regional Chairman of Civil Defense

for the Woman's Auxiliary to the A.M.A. reported

that the auxiliaries in the eastern region are very

active in civil defense affairs. For example, in

Rhode Island the auxiliary made 500 blankets for

storage throughout the state. In Maine, the “Grand-

ma's Treasure Chest” and “Grandma’s Pantry”

projects are actively supported. In several states,

home nursing courses have been presented via tele-

vision and auxiliary members have participated in

panel discussions on civil defense at civic functions.

The A.Al.A. Commission on a National

Emergency Medical Care Plan

Dr. Earle Standlee, staff director of the A.M.A.
Commission on a National Emergency Medical

Care Plan, outlined the functions and some of the

activities of the Commission. Under the terms of a

contract with the office of Civil and Defense Mobil-

ization (formally FCDA) the A.M.A. is to study,

develop, and recommend the planning, training, and

operational organization needed as a basis for a

national plan for the treatment and care of casual-

ties and noncasualties prior to, during and after a

hypothetical 20 megaton ground hurst thermo-

nuclear attack upon a selected geographical area or

areas in the United States. To facilitate work on

this project, the Association created the above

named Commission.

The Commission in its final report to OCDM
which, under the terms of the contract, is due on

I. E. BRENNAN & COMPANY
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November 26, 1958 shall: (1 ) furnish advice and
recommendations for an organizational plan which
will result in the optimum care to the nation in the

event of enemy attack
; (2) study and develop rec-

ommendations for the utilization of professional

and nonprofessional personnel of the medical and
related professions in a post-attack period to earn-

out the medical care plan above; (3) outline the

basic role and emergency medical responsibilities

of the medical profession in the immediate pre-

attack and post-attack period; (4) outline those

functions and responsibilities of the medical pro-

fession that may be properly delegated and per-

formed by paramedical personnel under the general

direction of the medical profession; (5) furnish

advice and recommendations as to the training and

education that is needed by all health personnel,

professional and nonprofessional, so that they may
be prepared for operational capability in the event

of enemy attack; and (6) furnish advice and rec-

ommendations as to the post-attack sorting of

casualties.

Dr. Standlee reported that the work of the Com-
mission in accomplishing its tasks has been divided

into four phases : Phase 1—fact-finding and data-

gathering ; Phase 2—analysis of data and findings
;

Phase 3—development of a tentative generalized

plan outline
;
and Phase 4—submission of conclu-

sions and recommendations to the A.M.A. Council

on National Defense for submission to the Associa-

tion Board of Trustees. Phases 1 and 2 of the work
of the Commission have been completed and it is

anticipated that Phases 3 and 4 will be completed

within the time limit set forth in the contract. To
facilitate its work, the Commission organized three

task forces. These task forces considered the prob-

lems of (1) organization; (2) personnel training

and utilization; and (3) emergency medical care.

Dr. Standlee pointed out that the Commission's

concept of civil defense was not the limited one

which is concerned mainly with rescue operations

and services to stricken populations. Rather, the

Commission’s broad concept of civil defense em-
braces the whole complex of nonmilitary activities

necessary to prepare and mobilize the nation’s econ-

omy against possible war
;
to survive and emerge

from the ashes of attack
;
to maintain the continuity

of government and essential production
;
and to

proceed toward partial recovery and then toward

full resumption of peace-time pursuits.

Operation Alert— 1 958

Dr. Jacob H. Landes, Regional Medical Officer

of OCDM Region I. reported on the Medical and

Public Health Problems in Operation Alert 1958.

There are three phases in Operation Alert 1958:

The attack phase on May 6 and 7, 1958, when the

emphasis was on the state and local level, the fed-
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eral action phase on July 14-18 with emphasis at

the federal level, both national and regional, and

the evaluation phase with emphasis at the national

level, scheduled for September 1958. Dr. Landes’

report was limited to the regional medical and pub-

lic health problems associated with the first two
phases of the exercise.

As of D+l. it was estimated that approximately

7 million persons of the 29 million in the region

were killed. In addition, there were approximately

5 million displaced persons. Dr. Landes summar-
ized the ability of OCDM Region I, covering the

New England states, New York and New Jersey,

to meet resource requirements, including medical

supplies and equipment and personnel needs of the

states and political subdivisions. In this regard, it

was noted that OCDM stockpiles of health and

medical supplies of four warehouses in the region,

which were under the control of the regional direc-

tor, were preallocated to the states on the basis of

target areas population. Thus, these items were

considered a part of state resources in computing

available resources following the attack. The re-

quirements of medical supplies, personnel, and

hospital funds were so tremendous that they could

not possibly be met from resources within the re-

gion. Notwithstanding the use of substitutes and

other means of assistance, the shortage of medical

supplies and equipment was critical.

It was of particular interest that while the sur-

viving professional staff might be adequate to treat

the noncasualty population, medical personnel to

treat the injured was lacking. The only personnel

resource in the medical care program was the lay

public. Therefore, training programs for self-help

were immediately organized. Within the region,

there were about 345 200-bed civil defense emer-

gency hospitals.

Use of Fire Departments Stressed

Dr. Hungate of Kansas City, Missouri, a member
of the A.M.A. Council on National Defense and its

Committee on Civil Defense, discussed the utiliza-

tion of fire stations as a segment of the civil defense

organization. Dr. Hungate suggested that the fire

station facilities can he used in the conduct of train-

ing courses in preparation for disaster and, when
disaster strikes, can be used as a rendezvous point

for a medical civil defense unit.

In the conduct of courses designed to teach peo-

ple how to help themselves, their families and
neighbors in times of disaster, members of the local

fire department can be utilized as instructors in

that they have the necessary knowledge to impart

and are not busy all of the time that they are on

duty. Such instruction could include methods of

tying casualties on stretchers or ladders, how to

get out of a burning or collapsed building, how to
concluded on page 6 55
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HOUSE OF DELEGATES
continued from page 640

Chapin Hospital Report

The special committee authorized by the House
of Delegates completed its preliminary work during

the summer with the submission of a studv report

by Doctor Ingalls of Boston. This report was
viewed by the Council and approved for public

release. Doctor Hamlin will report further to you
at this meeting.

Interim Meeting

The Committee on Scientific Work has planned

a fine Interim Meeting to he held at Xewport on

Wednesday, October 8. The scientific program is

to be presented by members of the medical staff of

the U.S. Naval Hospital, and I look to the Dele-

gates to encourage strong support of the meeting

by the membership of the Society.

Medicare Program

The Medicare Program underwent drastic

changes at the hands of the Congress this summer,
and an informative report on the new regulations

is sent to the House at this time, and it will also he

published in the Medical Journal this month.

Surgical Fee Study Committee

The surgical fee study committee completed its
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assignment in the summer and the schedule was
turned over to the actuaries of Physicians Service.

A report will he made directly to the House.

Francis B. Sargent, m.d.. President

BENEVOLENCE FUND
The Benevolence Fund of the Society started the

year 1958 with a cash balance of $3,091.24.

Mainly as the result of the action of several of

the district medical societies in urging their mem-
bers to make at least a $5 contribution to the fund

annually, $2,467 has been realized from physician

contributions so far this vear.

The trustees also acknowledge with appreciation

the contribution of $300 from the Women’s Aux-
iliary to the Society.

These contributions, plus $57.17 interest on the

funds deposited in a savings account of the Indus-

trial National Bank, represent an accumulated fund

of $5,915.41.

Payments in the amount of $500 have been made
so far in 1958 to aid physicians and their families.

The fund now has a cash balance on hand in the

Savings Department of the Industrial National

Bank of $5,415.41.

The trustees urge that the District Medical So-

cieties encourage their members to make contribu-

tions, which are tax deductible, to the fund at any

time during the year. It is also the hope of the trus-

tees that the District Societies will consider an ap-

peal annually for the fund, possibly at the time that

members are assessed annual dues.

Respectfully submitted,

Trustees, Benevolence Fund
David Freedman, m.d.

George W. Waterman, m.d.

Henry J. Hanley, m.d.

CANCER COMMITTEE
A teaching program on cancer for general practi-

tioners will be held on October 19 and 26. 1958, in

Peters House, Rhode Island Hospital. It is under

Curran & Burton, Inc.

INDUSTRIAL
AND WHOLESALE

COAL OIL
17 CUSTOM HOUSE STREET

PROVIDENCE, R. I.

DExter 1-3315
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the sponsorship of the Rhode Island Medical So-

ciety, American Academy of General Practice,

Rhode Island Division of American Cancer So-

ciety and the Rhode Island Hospital. The Cancer

Committee has worked in close co-operation with

representatives from the sponsoring organizations.

An editorial describing the program shall appear in

the September issue of the Rhode Island Medical
Journal. Attached is a copy of the program. This

teaching exercise will be given to a group of twenty

invited general practitioners, doctors who have in-

dicated an interest in this program. The cost of the

teaching exercise will be small. It is hoped that it

will be borne by the registration fee of $10. If any

deficit occurs, possibly $20-$50, we might ask the

Medical Society to defray this expense.

The Annual Cancer Conference sponsored by the

Rhode Island Medical Society shall be held in

March, 1959. A panel of specialists from the Ros-

well Park Memorial Hospital shall present the pro-

gram. The tentative program is as follows:

Dr. Walter Murphy

—

Radiotherapy in Cancer

Dr. John Graham

—

Some Aspects of Neoplasms

of the Genital Tract

Dr. James Holland

—

Cancer Chemotherapy
Dr. James Grace

—

Immunological Aspects of

Cancer and Cancer of the

Gastrointestinal Tract

Herbert Fanger, m.d., Chairman

CHAPIN HOSPITAL STUDY COMMITTEE

The Committee appointed to study and report on

all aspects of Chapin Hospital has completed its

assignment. Because of the complexities of the

problem, expert opinion was sought and fortu-

nately obtained through Dr. John Snyder, dean of

the Harvard School of Public Health. After due

consideration an independent survey was under-

taken by Dr. Theodore H. Ingalls, associate pro-

fessor of epidemiology, through support of a grant

from the Rhode Island Foundation.

Circulation of Dr. Ingalls’ report was regarded

as urgent by city and state health and government

officials. Approval for its release was obtained

through the president and council of the Rhode
Island Medical Society. The principal findings of

the survey were published in the Providence Eve-
ning Bulletin on August 11, 1958.

Dr. Ingalls summarizes his report* as follows

:

The four major problems that confront the con-

sultant asked to advise about future activities at

Chapin Hospital are

:

1. Whether or not to continue the Infectious

Disease Service?

*The complete report of Dr. Ingalls is on file at the office

of the Secretary of the Society.

Hygienically capped . .

.

and cellophane sealed

for double protection!

Available in the conventional straight neck bottle

or the distinctive two compartment bottle (above)

for easy separation of cream from the fat free miik.

Separators furnished free upon request.

CALL EA 1-2091 today for home delivery.

A. B. MUNROE DAIRY INC.

151 Brow Street

EAST PROVIDENCE, R. I.
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2. What use should he made of space and facil-

ities released by medical advances of the past

25 years?

3. What should he the respective roles of state

and city government in the operation of Cha-
pin Hospital ?

4. How can indicated changes in function be

brought about economically?

The solutions to these problems lie. in my opin-

ion, in the following four decisions

:

1. To continue, but on a consolidated level (in

the Richardson and East Wings), contagious

disease services as well as pediatric services

for allied conditions —- nephritis, nephrosis,

pneumonia, meningitis.

2. To utilize the North. West, and Hindle units

respectively for mental problems, geriatric

disorders and chronic conditions of infancy

and childhood.

3. To effect a closer working relation between

city and state agencies in order to co-ordinate

their respective health-hospital center func-

tions effectively and economically. The North
building might be taken over to mutual ad-

vantage by the State and become part of an

expanded Service in mental health at Chapin.

For this purpose I would envisage making the

northwest corner section available for the

construction of new facilities. The south cen-

tral area, on the other hand, contains valuable

property that could be used to house a new
and imperatively needed city health center.

For such kinds of construction federal funds

are available. Further study and planning is

indicated.

4.

By using the West unit for geriatric dis-

orders no added investment would he needed

and the medical expenses of indigent patients

would be compensable through state and fed-

eral funds. An attractive service in a well

ordered ward would appeal not only to pa-

tients eligible for public assistance but also

private patients. The additional income (prob-

ably well over $100,000) from this source;

the additional income (perhaps $30,000) to

he expected following the decision of the Blue

Cross to honor claims of policy holders hos-

pitalized for mental illness in a general hos-

pital
;
and the appropriate allocation to the

State of costs non-residents of Providence

hospitalized for neuropsychiatric disorders

should result in something approaching a bal-

anced budget. Further study of costs and

budgetary items is indicated.

The Committee acknowledges the assistance of

many individuals, notably city and state health
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officers, administrators of Chapin and other Provi-

dence hospitals, members of the R. I. Medical So-
ciety Committee on Mental Health and other in-

terested physicians.

Respectfully submitted,

Hannibal Hamlin, m.d.

Chairman, R. I. Medical Society

Committee on Chapin Hospital

COMMITTEE ON DIABETES
The annual Diabetes Detection Campaign is

scheduled for the week of November 16 to 22. The
Society’s committee plans to support the national

educational publicity of the American Diabetes

Association as in past years, and it again looks to

every member of the Rhode Island Medical Society

to test all patients who may visit his office during

the detection week in particular, and to send a re-

port to the committee at the conclusion of the cam-
paign week.

This year the state Department of Health is

acquiring a Clinitron for permanent use in Rhode
Island. It is the hope of the Health Department
that this machine may be used at public gatherings,

at schools, and at industrial plants for blood testing

for diabetes detection. When any positive case is

found the findings will he sent only to the person’s

family physician by the Health Department.

The Committee requests that the House of Dele-

gates approve of this new phase of the detection

program, and that it also approve of the procedure

whereby the Health Department may check with

the family physician to see if the detected person

has consulted the doctor. If he has not, a public

health nurse will visit the family and urge that

medical supervision be undertaken. Adoption of

this plan of procedure would be similar to that now
carried out relative to positive Wasserman tests.

The Committee believes that this testing method

operated on a year-round basis will he productive

of a more effective screening and followup of dia-

betic cases.

D. Richard Baronian, m.d., Chairman

MATERNAL HEALTH COMMITTEE
To date this year, this committee has held two

meetings. The first was held on January 28. 1958,

and at this time the maternal deaths in the state for

the year 1957 were reviewed. There were fifteen

deaths which was an increase over the previous

year when we had only ten. We used the new Amer-
ican Medical Association “Guide for Maternal

Death Studies” and classified the cases accord-

ingly. A maternal death is defined as the death of

any woman dying of any cause whatsoever when
pregnant or within ninety days of the termination

of the pregnancy.
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The first group were Direct Obstetric Deaths.

These are defined as “deaths resulting from com-
plications of pregnancy from intervention elected

or required hy pregnancy, or resulting from the

chain of events initiated by the complication or the

intervention.” All cases were also classified as pre-

ventable or non-preventable. Under this category

were the following:

1. Spontaneous rupture of the uterus—Non-
preventable

2. Traumatic rupture of uterus—-Preventable

3. Placenta previa with postpartum hemorrhage

—Non-preventable

4. Incomplete abortion— Preventable— Patient

responsible

5. Self induced abortion—Preventable—Patient

responsible

The second group were Indirect Obstetric Deaths.

These are “death resulting from disease before or

developing during pregnancy which are aggravated

hy the physiological effects of the pregnancy. In

this group were the following cases

:

1 . Bronchopneumonia—Non-preventable

2. Lobar pneumonia—Non-preventable

3. Rheumatic heart disease with cardiac failure

— I ’reventable—Patient responsible

4. Rheumatic heart disease with cardiac failure

—Non-preventable
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5 . Rheumatic heart disease with bacterial endo-

carditis—Non-preventable

6. Myasthenia gravis—Non-preventable

7. Thrombosis of right subclavian vein—Non-
preventable

'fhe third group were Non-related Maternal

Deaths, and there were three of these with the

causes of death as follows:

1. Generalized abdominal carcinomatosis

2. Acute ascending myelitis

3. Suicide

The obstetric death rate is the ratio of the num-
ber of direct obstetric deaths per ten thousand

births over a period of twelve months. The na-

tional average is 3.8 per 10,000. We had 19,685

births in the state in 1957. With five direct ob-

stetric deaths, our obstetric death rate was 2.5 per

10,000. Three of the five deaths were preventable

and two of these were abortions and with the patient

responsible.

A second meeting was held on August 19, 1958.

At this meeting the deaths for the first six months
of 1958 were reviewed and classified. These will he

reported in January, 1959, when we will have the

complete year's statistics to evaluate. It is hoped
that in another year we may be able to prepare a

confidential bulletin which will include three years’

statistics comparable to the one that the committee
continued on next page
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published in 1954. The committee feels that they

learn a great deal from the discussion of these cases

and would like to have others who are interested

have the opportunity to read the reports. It was

voted at our last meeting that we send a report of

our recommendations to the obstetrician in charge

and to the hospital in all cases of preventable direct

obstetric deaths.

Attendance at our committee meetings is improv-

ing. All hospitals except two were represented at

our last meeting. We plan in the future to have at

least two or three meetings a year, and it is hoped

that we will be able to study and discuss other

problems of maternal health as well as the maternal

deaths.

Stanley D. Davies, m.d., Chairman

COMMITTEE ON HIGHWAY SAFETY
The Committee on Highway Safety has been

concerned with studying and supporting proper

legislation relative to the chemical testing of drivers

accused of operating under the influence of liquor.

During the past two years, the Committee has

worked closely with the Governor’s Council on

Highway Safety in order to assure proper safe-

guards in any chemical testing which might become

law. The Committee has expressed itself on a num-
ber of occasions as being in favor of chemical test-

ing legislation. The Committee is aware that 62 per

cent of drivers tested in the State of Rhode Island

who die in fatal collisions have significant amounts

of alcohol in their blood. The Committee regards

this as the most pressing problem concerning the

medical aspects of highway safety.

The Highway Safety Committee of the Society

has taken no stand on the reporting or handling of

those operators who suffer from various diseases

and physical defects. The Committee feels that suf-

ficient data is not available on heart diseases of

various types, epilepsy, mental illness and other

conditions which may contribute to unsafe opera-

tion of a motor vehicle. Some members of the High-

wav Safety Committee of the Society also serve on

the Medical Advisory Committee to the Registrar

of Motor Vehicles. This is not a committee of the

Society and has no connection with the Society.

The function of this committee is to review cases

submitted to it by the registrar of Motor Vehicles

for the purpose of rendering a medical opinion to

the registrar. The committee does not have the

power to grant or suspend the license of any opera-

tor since this authority rests with the registrar of

Motor Vehicles alone. In essence, this Advisory

Committee insists that sufficient medical study be

made of these drivers referred to the Committee

and that the licensee or applicant be followed up by

his own physician. This Advisory Committee ex-

pects the private physician to make a specific recom-
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mendation as to whether or not the patient can

safely operate a motor vehicle on the public high-

way.

The bulk of the cases submitted for review are

patients who have some degree of mental illness.

If the committee is assured by a qualified physician

that the patient is making a good adjustment in the

community and can safely operate a motor vehicle,

a recommendation is made to the registrar that the

applicant be licensed. A three or six months’ follow-

up is usually required. The same procedure is fol-

lowed in diabetics, patients with heart disease and
some of the neurological disorders.

The Advisory Committee has no control over

what cases are submitted to it. The committee does

not examine the patient and the Committee can

only rely on the type of information submitted on

behalf of the patient by his physician.

The Highway Safety Committee of the Society

again emphasizes that it is a separate and distinct

body from the Medical Advisory Committee to the

Registrar of Motor Vehicles.

Arthur E. O’Dea, m.d., Chairman

COMMITTEE ON MENTAL HEALTH

The Committee on Mental Health is appreciative

of the opportunity the House of Delegates affords

of listening to considerations of the various com-

mittees and the action that it may take on those

considerations with the wisdom of its consensus.

Mental health, the Committee believes, pertains

to a relationship between many variables. Mental

health is a dynamic concept subject to change

through its connections with time.

The understanding of mental health is best ap-

proached by way of attitude. Attitude has reference

to the unity or harmony of the self, mind and feel-

ings of the human being in relationship to the living

world roundabout him. Attitudes vary as to the

range of their scope. The greater the dimension of

the scope of the attitude the more the status of

mental health is approached.

The biological aspect of human beings is a most

significant factor in both promoting and limiting

the movement toward mental health. The profes-

sion of medicine is, by training and by the facts of

its daily activities, best qualified for leadership in

teaching human beings how to function in relation-

ship to variables.

The above considerations reflect the developing

thinking of this Committee. Out of this thinking

has flowed the following course of action :

A human being who has been tagged with the

designation of “mental ill-health” has been pre-

sumed automatically to be unable to function in

relationship to variables. An attitude of greater

dimensions more truthfully states that the men-
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tally troubled person may in many regards retain

his usefulness in relating to variables. Some

troubled people can function well in the action of

driving an automobile. The Committee on Men-

tal Health believes society would express the

concept of Mental Health more meaningfully if

it were more discerning and less arbitrary in the

licensing for driving a motor vehicle.

At the meeting of this Committee on September

11, 1958, it was decided to present the following

resolution for action by the House of Delegates

:

Resolved: That the House of Delegates advise

the Highway Safety Committee to approach the

objectives of reducing automobile accidents

through consideration of the psychological and

psychiatric aspects from the perspective of the

whole picture.

This is much more desirable than the present

traditional approach of singling out those people

admitted to the mental hospital and those people

indicating treatment for mental illness on the appli-

cation for a license to drive a motor vehicle. It is

not valid to automatically assume that such people

are incapable of functioning as safe drivers.

Harold W. Williams, m.d., Chairman

CIVIL DEFENSE PLANNING
concluded from page 647

tie basic knots and other emergency measures. In

addition, the fire station and the fire department

employees can be used in the conduct of first-aid

courses as well as survival courses covering weap-

ons, evacuation, family plan, panic, radiation and

fallout, shelters, emergency food, water purifica-

tion, waste disposal and emergency action to save

lives.

In times of disaster, of course, the fire depart-

ment employees will be occupied with the duties

for which they have been trained. However, the

fire station can then be the headquarters of a field

disaster unit.

OFFICE IN WAKEFIELD
The office and equipment of the late Doc-

tor H. B. Potter of Wakefield is available for

rental. Any physician interested should con-

tact Miss Elizabeth Potter, 619 Main Street,

Wakefield, Rhode Island.

Patronize Journal Advertisers

Wherever you go

forget your telephone

calls. We'll take them

for you, day or night.

MEDICAL BUREAU
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Providence Medical Association
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'Daddy, What's Penicillin
?”

“What’s penicillin:” There, in two words, is the merest hint of a tremen-

dously exciting story— the advances in modern medicine.

Penicillin typifies what has happened in the field of medication — a whole

family of new drugs has been found, reducing infections and curing diseases

heretofore incurable.

And what of the doctor who prescribes it? There again is a story of a new

type professional man— a man who reaches you more quickly . . . does more

for you . . . than any doctor before ever did.

Yesterday’s medicine has developed into today’s just as surely and effectively

as kerosene lamps and coal shovels have been exchanged for electric lights

and thermostats.

Armed with improved knowledge, techniques, skill and medicines, today’s

physician is returning more people to health, more surely than ever before.

For instance, delicate operations on the heart muscle— unheard of a few

years ago— are now an established fact— opening up new hope for many

who a short time ago could not be helped.

Each year, Physicians Service does its part by bringing the modern doctor’s

sure touch to more thousands who otherwise might not receive it.

Better Health Care for More People Through

Physicians Service
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nausea and vomiting

—from virtually any cause

• in pregnancy— pre- and postoperative states

—

gastroenteritis— alcoholism— cancer and chronic

diseases

• control is achieved with low dosage— usually

15 to 20 mg. daily— and often within a half

hour after the first oral dose

‘Compazine’ is remarkable for its freedom from drowsiness. Patients

carry on normal activities and often experience an actual alerting effect.

. .
. for immediate control of severe vomiting:

Ampuls, 2 cc. (5 mg./cc.)

NEW: Multiple dose vials,

10 cc. (5 mg./cc.)

Also available:

% — always carry one in your bag

Tablets, 5, 10 and 25 mg., in bottles of 50 and 500.

Spansule+ capsules, 10, 15 and 30 mg., in bottles of 30 and 250.

Suppositories, 5 and 25 mg., in boxes of 6.
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Smith Kline & French Laboratories, Philadelphia
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AGAINST
THE

UBIQUITOUS
HOSPITAL

STAPHYLOCOCCUS

CHLOROMYCETIN
Staphylococci are notorious for the variety of infections they cause and for their ability to develop

resistance to certain antibiotics .
1 '3 According to recent in vitro studies, however, these stubborn

pathogens remain sensitive to CHLOROMYCETIN -
3'8

Highly effective against most strains of staphylococci, CHLOROMYCETIN has been reported of

value in treatment for such serious infections as staphylococcal pericarditis ,
9 antibiotic-resistant

postoperative wound infections
,

10 antibiotic-resistant breast abscesses
,

3 ’ 11 pneumonia due to

antibiotic-resistant staphylococci
,

12 postoperative staphylococcal enteritis
,

13 and septicemia .
14 ’13

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in several forms, including Kapseals® of

230 mg., bottles of 16 and 100.

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been asso-

ciated with its administration, it should not be used indiscriminately or for minor infections. Furthennore,

as with certain other drugs, adequate blood studies should be made when the patient requires prolonged or

intermittent therapy.

REFERENCES: (1) Wise, R. I.: J.A.M.A. 166:1178, 1958. (2) Brown, J. W.: J.A.M.A. 166:1185, 1958. (3) Caswell, H. T„
ft al.: Stirg.. Gtjncc. C- Obit. 106:1, 1958. (4) Godfrey, M. E., & Smith, I. M.: J.A.M.A. 166:1197, 1958. (5) Waisbren, B. A.:

Wisconsin M. J. 57:89, 1958. (6) Royer, A., in Welch, H., & Marti-Ibaiiez, E: Antibiotics Annual 1957-1958, New York,

Medical Encyclopedia, Inc., 1958, p. 783. (7) Markham, N. E, & Shott, H. C. W.: New Zealand M. J. 57:55, 1958. (8) Blair,

J. E., & Carr, M.: J.A.M.A. 166:1192, 1958. (9) Horan, J. M.: Pediatrics 19:36, 1957. (10) Rawls, G. H.: Am. Surgeon

23:1030, 1957. (11) Sarason, E. L., & Bauman, S.: Surg., Gtjncc. 6- Obst. 105:224, 1957. (12) James, U.: Brit. J. Clin. Pract.

11:801, 1957. (13) Turnbull, R. B., Jr.: J.A.M.A. 164:756, 1957. (14) Ross, S.; Puig, J. R., & Zaremba, E. A., in Welch,

H., & Marti-Ibaiiez, E: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 803. (15) Leachman,

R., & Y'ow, E. M., in Conn, H. E: Current Therapy 1958, W. B. Saunders Company, Philadelphia, 1 95 8, p. 51.

PARKE, DAVIS &COMPANY-DETROIT 32, MICHIGAN!
*2

*

66Z58



N VITRO SENSITIVITY OF PATHOGENIC STAPHYLOCOCCI

ANTIBIOTIC C 50%

3 20 40 60 80 100

‘Adapted from Godfrey & Smith. 1 Staphylococci studied were strains isolated from 28 patients in a general hospital.
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THE HEALTH OF THE DOCTOR

'“poo much work and not enough play is an occu-

pational dilemma the U. S. physician should

resolve if he wants to keep up his own health

standards.

Evidence presented in the current issue of Pat-

terns of Disease reveals that the average physi-

cian is so busy taking care of others that he doesn't

have time to take care of himself.

Prepared by Parke. Davis & Company for the

medical profession, Patterns of Disease reports

a special survey on physicians’ health practices and

standards. The survey, both the largest and most

recent of its kind, was conducted among more than

9.000 practicing physicians under sixty-five years

of age engaged in private practice in this country.

The U. S. physician undertakes a far heavier

work load than the average person. “Patterns"

reports. Half the physicians in this study reported

a work week of fifty hours or longer—at least 20

per cent more than the accepted norm of forty

hours. In fact. 13 per cent work sixty to sixty-four

hours and 6 per cent eighty hours or more !

The result is he has very little leisure time. Close

to 60 per cent of the physicians in the study stated

they spend less than ten hours a week on recreation.

Even the physician with a hobby lias virtually no

opportunity to pursue it. Of the 37 per cent who
mentioned hobbies, for instance, half stated that

they spent only four hours a week or even less on

their particular hobby.

Vacations, too, tend to be inadequate. One out of

twenty physicians reported they took no time oft for

vacations during the year, and more than one in ten

took only a week or less.

Despite his crowded working schedule, the phy-

sician loses less time from work due to illness than

the average man. Two thirds of the doctors in the

“Patterns” study reported no time lost from work

last year. The remaining third reported an average

time of 3.8 days lost due to illness as against 7.4

days of work-loss by the average American man.

Occupational Hazards of Medicine

The practice of medicine poses occupational haz-

ards, “Patterns” reveals. Illnesses resulting directly

from their practice attacked one tenth of the physi-

cians in the study during the past three years. Of

these, three-quarters were laid low by infections and

more than one-fifth developed allergic dermatitis

or other forms of allergies. One in thirty with work-
related illnesses was injured by over-exposure to

radiation.

Does illness vary with the type of practice?

Pediatricians are more prone to infectious diseases

than their colleagues, according to “Patterns.” and

the risk of radiation injuries is greater among radi-

ologists than other members of the profession.

Infectious and parasitic diseases are the com-
monest ailments among physicians. In the “Pat-

terns” study, they afflicted approximately 30 per

cent of all physicians reporting illness during the

past five years. Cardiovascular diseases were the

second commonest, being reported by about 10 per

cent. Accidents and injuries, gastrointestinal dis-

ease. and allergy all ranked third, each being re-

ported by about seven per cent.

In general, heart disease, sometimes called the

doctor's disease, appears to be the leading mortality

risk among U.S. physicians. Of causes of death

reported among 2,700 physicians from July 1. 1957

to June 30, 1958, heart disease was the single or

contributory cause of 50 per cent.

The highest death rates from coronary heart

disease among physicians occur from the ages of

60 to 64, according to “Patterns." In the under

forty-five age group, auto accidents ranked first as

a contributory cause of death in the study, account-

ing for more than 40 per cent.

' Profile'’ of Average Physician

What's the average doctor like ? From the results

of its study, “Patterns" has assembled a composite

“profile” of him. He is forty-four years old. 5 feet

10 inches tall and weighs 173 pounds. He works

fifty-four hours a week, plays seven hours, and takes

two-and-a-half weeks’ vacation a year. His health

record, at least in terms of his working schedule, is

a good one. He only lost a fraction of a day from

work last year, and has had one illness in the past

five vears.

PATRONIZE
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in over three years of clinical use

in over 600 clinical studies

FOR RELIEF OF ANXIETY
AND MUSCLE TENSION

Does not interfere with autonomic function

Does not impair mental efficiency,

motor control, or normal behavior

Has not produced hypotension,

agranulocytosis or jaundice

Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets.

w WALLACE LABORATORIES, New Brunswick, N. J.
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If any of these symptoms are yours, why not induce a

state of complete tranquillity by calling upon the re-

sources of INDUSTRIAL NATIONAL BANK. As Amer-
ica's second oldest bank, we've a long history of

developing "cures" for most forms of estate morbidity.

Our Convertible Trust is a good example: Made to

order for the busy professional, it combines the fea-

tures of a "financial secretary" with those of an "estate

manager" — a combination that literally may spell

thousands of dollars in savings for you, your family,

and your estate.

We've written a booklet about it; appropriately

enough it's entitled "Our Convertible Living Trust" —
a copy is yours for the asking.

If you've ever wondered about the management of

your securities when you're "out of the picture," about

the possibility that successive estate taxes will "shrink"

your property, then this booklet belongs on your list

of required reading. Write or 'phone for your copy —
JA 1-9700, Extension 534.

RECOGNIZE
THIS
SYNDROME?

• Hypersensitive to the “paperwork"

side of investment activity;

• Repeated exposure to tax returns

sends up the pressure;

• Exhibits concern regarding

provision of long-range financial

management for family and

beneficiaries;

• Apprehensive regarding

unnecessary estate-tax

"shrinkage.”

TRUST DEPARTMENT Industrial
NATIONAL BANK

100 Westminster St., Providence, R. I.

Member Federal Reserve System and Federal Deposit Insurance Corporation



in the rheumatoid arthritic’s shoes,

Doctor. .

.

wouldn’t you want a steroid

with a proved record

of safety and success?

METICORTEN'
prednisone

you can count on rapid relief from pain, swelling and stiffness followed

by functional improvement and maintained on an uncomplicated,

low-dosage regimen with minimal chance of side effectsf

and without unexplained weight loss, anorexia, muscle cramps

as reported with certain other corticoidsf

t Round-table Discussion by Leading Investigators, San Francisco, Calif., June 20. 1958.

Meticorten, 1, 2.5 and 5 mg. white tablets.

SCHER1NG CORPORATION • BLOOMFIELD. NEW JERSEY
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1DESITINk
BABY
LOTION

IS

in over-all care of baby’s skin
Desitin BABY Lotion is the alpha to omega for keeping baby’s skin healthy, clean

and supple through its . .

.

• LANO-DES* . . . Desitin's soothing, lubricating liquid lanolin.

• HEXACHLOROPHENE ... effectively protects against ammonia-

producing and other common skin bacteria.

• VITAMINS A and E... important to skin health and smoothness.

• SPECIAL EMULSIFIERS ... to cleanse baby’s skin gently, safely,

and thoroughly — yet free from mineral oil.

Desitin BABY Lotion is entirely safe, bland, non-toxic.

Non-greasy, stainless; free-flowing, pleasantly scented.

antibacterial • cleanses • conditions

send for demonstration samples and literature

DESITIN CHEMICAL COMPANY
812 Branch Ave., Providence 4, R. I.
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why all the fuss

over potassium ?

Many physicians will recall when safe but

potent organomercurials were first intro-

duced. At the time there was considerable

worry about possible potassium loss. Pa-

tients were instructed to take foods rich

in this mineral, and not infrequently potas-

sium supplements also were advised. After

enough experience was gained, it became

evident that only the exceptional case could

lose enough potassium to be concerned

about. And with oral organomercurial diu-

retics this was practically never a problem.

Why revive the subject now? Because

clinical experience with nonmercurial diuretics indicates most of them have such a

specific effect on potassium that with their use very real problems must be faced. Enough

potassium loss can lead to digitalis toxicity or to a classical overt hypopotassemia. Since a

fair percentage of cardiacs who receive diuretics are also digitalized, this excess potassium

excretion is clinically serious. Clinical experience is still too limited with some nonmercurial

diuretics to say just how often such loss will occur— but warnings already have been

sounded by some clinical investigators as to the need for potassium supplementation.

Experience in many patients, for many years, demonstrates that potassium loss is never

a problem when neohydrin® is the oral diuretic. And there is no refractoriness to this

effective oral organomercurial.

LAKESIDE
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Many clinicians believe that good nutrition plays a significant role in preventing bacterial

infections, and that immunity depends on adequate vitamin levels. Tisdall 1 states

that “a low intake of a number of vitamins, a low intake of minerals, and a change in

the quality of protein can all lower resistance to infection.”

Other studies show the important role of the B vitamins in antibody formation.

Thus, Nutrition Reviews2 reports: “Present evidence indicates that certain B vitamins, notably

pyridoxine, pantothenic acid and folacin, play a significant role in antibody synthesis.”

According to Pollack and Halpern
,

3 “Under-nutrition leads to increased susceptibility to infection

and decreased resistance to established disease.” And “vitamin deficiency states

also may adversely influence circulating antibodies.”

Halpern 4 reports that “good nutrition is important for optimal resistance to infection, for a

superior tissue capability to cope with disease and injury, and for maximum antibody

production . . . nutrition participates in the prophylaxis against most acute infections . .
.”

And while MacBryde5 feels that evidence is lacking to support the view that a higher than

normal intake of vitamins will improve resistance to infection, he also states: “Restoration of

nutrition to normal exerts a favorable influence on practically all disease conditions . . .

Often the outcome will depend more upon the correction of the malnutrition than upon any

therapy directed toward the malady.”

THERAGRAN
SQUIBB VITAMINS FOR THERAPY

now expanded to include additional essential vitamins—

and at no extra cost to your patients

Each Theragran Capsule supplies:

Vitamin A
Vitamin D
Thiamine Mononitrate ....
Riboflavin

Niacinamide

Ascorbic Acid

Pyridoxine Hydrochloride . .

Calcium Pantothenate ....
Vitamin B,2 Activity Concentrate

25,000 U.S.P. units

1,000 U.S.P. units

. . . . 10 mg.

. . . . 10 mg.

. . . . 100 mg.

. . . . 200 mg.

. . . . 5 mg.

. . . . 20 mg.

. . . . 5 meg.

Dosage: 1 or more capsules daily as indicated.

Supply: Family Packs of 180. Bottles of 30, 60, 100 and 1,000.

Also Available: Theragran Liquid, bottles

of 4 ounces; Theragran Junior bottles of

30 and 100 capsules; and Theracran-m

(Squibb Vitamin-Minerals for Therapy),

bottles of 30, 60, 100 and 1,000 capsule-

shaped tablets.

References: 1. Tisdall, F. F.: Clinical Nutrition, ed. by Joliffe, N.; Tisdall, F. F., and Cannon, P. R.: Paul B.

Hoeber, Inc., New York, 1950, p. 748. 2. Nutrition Reviews, 15:47, (Feb.) 1957. 3. Pollack, H., and Halpern,

S. L.: Therapeutic Nutrition, National Academy of Sciences and National Research Council, Washington, D. C.,

1952, p. 18. 4. Halpern, S. L.: Ann. N. Y. Acad. Science 63:147, (Oct. 28) 1955. 5. MacBryde. C. N.: Signs

and Symptoms, J. B. Lippincott Co., Phila., 3rd Ed. 1957, p. 818.

Squibb Quality — The Priceless IngredientSquibb

‘Theragran’® is a Squibb trademark.
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By proper planning , the fortunes of men can by-pass

chance , outlast the vagaries of time and endure for generations

Direct line to more leisure time
As recently as a year ago this young doctor was

occupied with securities. Then came the change,

when he realized that investments were a full-time

job best handled by professionals.

Now — he has more leisure hours — no invest-

ment responsibilities to continually harass him. He
has a Personal Agency Account at Hospital Trust.

Investigate the benefits of this service yourself.

Contact one of the trust officers in our Agency Divi-

sion. or the Manager of the Hospital Trust office

nearest you.

New England's

Oldest Trust Company

Founded in 1S67

Member Federal Reserve System • Federal Deposit Insurance Corporation

OFFICES IN PROVIDENCE • CRANSTON • EAST PROVIDENCE • EAST GREENWICH NEWPORT • PAWTUCKET • WAKEFIELD • WOONSOCKET
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more comprehensive

anti-inflammatory,

antirheumatic,

analgesic
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and other inflammatory and rheumatoid conditions

PREDNYL affords prompt, dramatic relief from pain and muscle spasm,

increased range of motion and often return to normal activity— because of . .

.

3-way anti-inflammatory action: with potent prednisolone,
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greater antirheumatic, analgesic effects: with less

prednisolone and less salicylate than when either is given alone

— minimizing risk of steroidism or salicylism.

protection: against steroid-induced capillary hemorrhage,
1
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Proven in research
1. Highest tetracycline serum levels
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And now in practice

4. More rapid clinical response

5. Unexcelled toleration
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Therapy for the menopause syndrome

should relieve not only the psychic

instability attendant the condition, but

the vasomotor instability of estrogen

decline as well. Though they would have

a hard time explaining it in such medi-

cal terms, this is the reason women
like “Premarin.”

Doctors, too, like “Premarin,” because

it really relieves the symptoms of the

menopause. It doesn’t just mask them —

it replaces what the patient lacks —

natural estrogen.

“PREMARIN”
conjugated estrogens (equine)

Ayerst Laboratories New York 16, New York • Montreal, Canada
5840

IN OFFICE SURGERY

t

ELECTIVE AND TRAUMATIC

use

XYLOCAINE® HCI SOLUTION
(brand of lldocaine*)

as a local or topical anesthetic

Xylocaine is routinely fast, profound and well to!

erated. Its extended duration insures greater

postoperative comfort for the patient. Its

potency and diffusibility render reinjec-

tion virtually unnecessary. It may be in-

filtrated through cut surfaces permitting

pain-free exploration and longer suturing time.

Astra Pharmaceutical Products, Inc., Worcester 6, Massachusetts, U. S. A.

t warts; moles; sebaceous cysts; benign tumors; wounds; lacerations; biop-
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tures; compound digital injuries (not involving tendons, nerves or bones)
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Dramamine-D
brand of dimenhydrinate with dextro-amphetamine sulfate

adds the alertness factor

to antiemetic therapy

Dramamine-D keeps patients alert and

cheerful while it controls nausea and

dizziness. Available on prescription

only.

Indications: vertigo; nausea and vomit-

ing of pregnancy, travel sickness and

other conditions.

Adult dosage: one tablet every 4 to 6

hours.

Each scored, orange-colored tablet of

Dramamine-D contains 50 mg. of

Dramamine' and 5 mg. of dextro-

amphetamine sulfate.

References on the combination of these
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PREVENTION AND TREATMENT OF CARDIAC EMERGENCIES*

A Panel Discussion

J. Scott Butterworth, m.d., James V. Warren, m.d.,

Allan Friedlich, m.d., and Louis Dexter, m.d.

J. Scott Butterworth, m.d.. Moderator

Associate Professor of Medicine,

New York University Postgraduate Medical School

T he subject of cardiac emergencies is a difficult

one, because no two people can agree on what a

cardiac emergency really is. The patient has one

idea and we may have varied ideas about it. To start

the discussion, we are going to talk about myo-

cardial infarction.

I am going to propose a sort of hypothetical ques-

tion to our panelist Doctor Warren who is, for this

occasion, specializing in myocardial infarction.

This is something that actually happened to me a

year or so ago, when I was playing golf on Long
Island. 1 was playing with a gentleman about sixty-

five years old. whom I had never taken care of, hut

rumor had it that he had suffered a previous myo-

cardial infarction. On the 18th hole, fortunately

near the club house, he made the shot to the green

and said he didn’t feel well. I looked at him, and he

didn’t look well. I suggested that we walk slowly

into the club house. By the time we got there he was

gray, drenched with perspiration, complaining of

pressing, precordial pain radiating down the inner

aspect of both arms; a rather typical picture of

some kind of an acute myocardial episode.

When we got him stretched out. I took his pulse,

which was regular and, as far as I could tell, was

around 1 70 to 180.

Now this, to me, constitutes a cardiac emergency,

when you are in the club house locker room, with

curious bystanders around and a man who has a

pulse of 170 or 180, drenched with perspiration and

as gray as the floor.

What do you do under these circumstances? I

will eventually tell you what I did, hut let us see

what Doctor Warren would do under these circum-

stances.

* Presented at a Joint Meeting of the Providence Medical

Association and the Rhode Island Heart Association, at

Providence, Rhode Island, April 7, 1958.

James V. Warren, m.d., Professor of Medicine,

Duke University Medical School, North Carolina

Maybe I ought to call a doctor! But, I guess I

can't get by with that answer.

I think that several problems are confronting you
in this sort of situation. Fortunately, we aren’t per-

sonally faced with them very frequently.

Did this man actually have a myocardial infarc-

tion? Or did he have some form of paroxysmal

tachycardia that was already decompensating?

My first thoughts about the man would he along

these two lines. Undoubtedlv there are other possi-

bilities. Fie might have a dissecting aneurysm, or

what-not.

I would try to reassure the patient and the people

around him. I don’t think 1 would try to do this

chemically, so much as I would do it by word of

mouth. I am a strong believer in the possibility of

scaring a patient to death, and I think that this is

one of the situations where it might well he possible.

Me has already demonstrated that he has something

peculiar about his cardiac mechanism. He is already

having some pain.

I think I would do what I could do to relax him.

As I say. I would do it primarily verbally, and in

addition, I would turn to chemical sedation, if avail-

able. One of the morphine derivatives would he my
choice, I believe.

1 would he concerned about his rhythm, and how
much this was playing in the immediate situation.

I wonder whether or not Doctor Butterworth wants

me to press on his carotid sinus?

One of the things I should like to know is. what

kind of arrhythmia was it ? Was it a rhythmical

atrial tachycardia or a more serious kind ?

By simple auscultation, this can he differentiated.

1 think this is one of the things we should try to do,

if a stethoscope were available.

The fact that this man is clammy and cold raises

the question of shock. Do I want to do anything

about it at this point? Not particularly. But, even-

tually, and as soon as possible, 1 would like to get

him to a hospital, where he can have proper medical
continued on next page
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care. However, at this moment, I think hks position

is the most important treatment, and he should

remain in the horizontal position.

I may say the first two things I would now turn

my attention to are

:

1. Relaxation of his psyche.

2. A decision regarding the mechanism of his

heart beat, and whether there was anything I

might do about it from the point of carotid

sinus pressure.

I think, for the moment. I will leave the matter

there.

Moderator Biitterworth: I will tell you what I

did. I have no particular pride in this, because I

have long since learned that all kinds of people

know more about treating cardiac emergencies than

I do. and I am firmly convinced that the general

practitioner, who faces these emergencies day in

and day out, has a better grasp of this subject than

I have.

I summed the situation up in my mind, consider-

ing what his past history was. I felt that very likely

he had had a closure of some coronary branches or

something of the sort, which had given him ische-

mia. and he had developed a tachycardia.

I was unable to differentiate this, and this differ-

entiation is something which Doctor W arren men-
tioned and to which we may return

;
but I was very

smart. I put in a call for the local practitioner, and

said to him

:

“You watch him; I’m going to get his wife."

And, you know, that is the best way you can

treat some emergencies. Find an excuse to get away.

By the time 1 got back with his wife, the local prac-

titioner, a very capable man. had arrived, took one

look at him, pressed on his neck
;
he was converted

to normal rhythm, sitting up and feeling fine !

I have brought this case up as an example, simply

because I don’t think it is very common to see

supra-ventricular tachycardias, under these circum-

stances, that are so easily converted.

It may be that my experience is limited. But. I

thought about this possibility, and. frankly, I was
afraid of the way he looked. I was thinking about

the trouble' I might get into by compressing his

carotid and cutting off more of the cerebral cir-

culation.

This is the crux of the matter. I brought it up to

raise the question whether it is dangerous to press

on the carotid or whether one’s chances of success

are such that one should do so.

This patient has gone along finely since that time.

He has had two or three attacks since. I am very

brave about it, and I now press on his carotid !

Doctor Warren: I would like to reiterate what

you say. I too feel a little uneasy about making a

decision. The people in the audience see many more

ISLAND MEDICAL JOURNAL
of these emergencies than we do. I am amused to

recall Doctor Louis Katz speaking under similar

conditions and pointing out that really, to transpose

it to other terms, he was the wholesaler of medical

methods, while the people in the audience were the

retailers. They took it to the patients. And I think

that is right.

I will propose one of my pet ideas from this.

For many years, we have been interested in svncope

and various forms of unconsciousness. I would sav

that whether pressing on his carotid sinus is danger-

ous is. to a large degree, dependent on how you
press on the sinus.

In this regard. I am a very gentle soul. I shudder
to see many of my colleagues press on the sinus.

They practically sit on the patient’s neck, with great

force, and I am sure, completely occlude the carotid

flow on the involved side, and the worst of it is that

they do it bilaterally.

My impression is that if pressure is going to

work, it is going to work from relatively mild man-
ual stimulation of the carotid sinus.

Many times, it won't work. I will certainly admit

that. I would make my plea, primarily, for mild

pressure. It should not be obstructive pressure. If

it is carried out in this way, I think it is reasonably

safe, and in the situation that you have described,

where everything hinged on quick action, this prob-

ably was the right thing to do.

Louis Dexter, m.d., Assistant Professor of Medi-

cine, Harvard Medical School; and Physician,

Peter Bent Brigham Hospital, Boston

Now that I know the answer, it is very easy to

make a comment.

I think that when the patient has a pulse rate of

180, one can very well deduce that his disability is

on the basis of the tachycardia.

Therefore, in retrospect, the obvious thing to do

is to press on the carotid sinus, and see if the rate

will slow down.

I share, in a way, Doctor Warren’s opinion of the

danger of pressing on the sinus, but I don’t feel very

strongly about it. I have pressed on an awful lot of

people's sinuses without causing any trouble.

On the other hand, as you all know, from so

doing, there may be serious complications.

In general, these are going to be the result of

pressing on both sides at the same time, or (as it

were) leaving the thumb on the neck five minutes

or so, while you go out to make a telephone call.

I do not feel that there is any particular danger if

strong pressure is applied for only a few seconds

and I believe that it is frequently a very important

therapeutic procedure.

Allan Friedlich, m.d., Instructor in Medicine,

Harvard Medical School; and Associate Physician,

Depart>nent of Cardiology, Massachusetts General
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Hospital, Boston

I think that I would go along with Doctor Dexter

and say that when needed in this sort of emergency,

hard pressure is sometimes effective, while gentle

pressure is not. I like, however, to insist that the

stethoscope he on the patient's chest at the time 1

am pressing, so that at the first break in the rhythm,

I can take my thumb away.

Moderator Butterzvorth: Well, let us go on. We
will come hack to some of these points later. An-
other patient had an acute infarct seven days pre-

viously, and went into a very fast rate. I think that

rhythms of this sort, in a patient who has had a

recent acute myocardial infarction, always are a

source of worry. We weren’t entirely sure what the

nature of this rhythm was, so we did an esophageal

lead. This demonstrated that we were dealing with

a complete dissociation between the atria and the

ventricles.

This is the next point I would like to put to

Doctor Warren. Here is a sort of a semi-acute

emergency. What do you do under these circum-

stances ?

Doctor Warren: I think if you take it as a rule

of thumb, to which there are many exceptions, that

the various arrhythmias can he treated with digi-

talis, and you won’t go too far wrong.

If I grasp the situation, the difficulty was with

the ventricles, so that it is the one major situation

that we meet where digitalis is not the most desir-

able drug, and therefore, I would probably turn to

quinidine.

Now in my own experience, I don’t find that

parenteral quinidine is frequently a useful drug.

1 mean by that that you can usually do the job with

oral medication, and I think it has a larger margin
of safety.

However, there are situations, and this may have

been such an instance, where parenteral quinidine

is useful. I should think, however, that oral medica-

tion would probably be the treatment of choice here,

and I would stick to oral quinidine.

Moderator Butterzvorth: I think that that is a

very wise decision, because that is what we did. and
he converted quite rapidly. Whether it was the

quinidine or not, I don’t know, but he converted

rapidly and the rest of his convalescence was un-

eventful.

Doctor Warren: I don’t want to come back un-

necessarily to this point, but the real problem, as I

see it, is not so much whether to use digitalis, quini-

dine or nothing
;
the real problem is to decide what

we are dealing with. If we know it is ventricular

tachycardia, then we know what to do.

If I may turn the tables on the moderator and
get him to tell us what he would do to make this

decision without the electrocardiogram, or, if he

thinks that the electrocardiogram is the only way
of making a decision of this sort, given a patient, we
will say, with a history of coronary artery disease,

and a situation where ventricular tachycardia is a

real possibility, but where of course, we have to

differentiate from the supra-ventricular type.

Moderator Butterzvorth

:

I have not been very
well satisfied with my own ability to differentiate

these things, hirst of all. carotid pressure is one
way. They will either convert or they will not. If

they do not convert, you may think it is not a

supra-ventricular type of tachycardia.

Secondly, by auscultation. Whenever you have
independent rates, you get a change in the intensity

of the sounds, particularly the first heart sound,
and I would say this is one place where auscultation
is practically as good as the electrocardiogram.

When you get into the very fast rates, you will

find that it is extremely difficult, with respiratory

variations, the emotions, the noise, etc., to be abso-
lutely sure, in your own mind, as to what you are
dealing with.

1 herefore, whenever we are faced with this sort

of problem, we take all the regular leads and if we
aren’t entirely sure of what we are doing, we do the

esophageal lead. \\ e don’t do many of them, but
only when there seems to be a reasonable indication.

I think the point is a good one ; the real emergency
is finding out exactly what you are dealing with,

because then the treatment isn’t too hard, when you
know what the problem is.

Doctor Warren: We know that ventricular

tachycardia is more common with coronary artery

disease, and then there are the signs on physical

examination, the intensity of the first heart sound,
and there is the effect of carotid sinus pressure,

which may completely stop attacks of paroxysmal
auricular tachycardia. Finally, there is the electro-

cardiogram, which completes the battery of tests to

apply to this type of patient.

Doctor Dexter: What do you do when none of

these shows what you are dealing with?

Moderator Butterzvorth: Even with an esopha-

geal lead?

Doctor Dexter: Even then, under these circum-

stances the question arises as to whether to give

quinidine or digitalis, or something else.

Which is the more toxic compound? Quinidine,

or digitalis?

I, for one, think that quinidine and pronestyl

hydrochloride are less toxic than digitalis in this

situation. If the patient has already had digitalis

the administration of more may produce the irre-

versible state of ventricular fibrillation.

Under these circumstances, I like to give all

drugs parenterally. I give pronestyl i.v., with the

electrocardiogram being recorded continuously,
continued on next page
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and if the patient shows toxic manifestations with-

out relief of the tachycardia I am prone, then, to

try to control the tachycardia with a rapidly acting

digitalis preparation.

I must say that it makes my hair stand on end to

do these things. It hasn't happened very often, but

occasionally, it has.

Doctor Warren: I agree with you, that if I can-

not make up my mind, I think under most circum-

stances, quinidine would be the drug of choice.

Somehow or other, this is an emotional decision.

1 am a little more impressed with quinidine than

with pronestyl. Pronestyl is easier to work with and

it may be the drug of choice under these circum-

stances.

Another factor about the use of digitalis is the

terrible things we are told can happen, if we com-

bine it with quinidine for ventricular tachycardia.

Most of us would stop using the drug if we paid too

much attention to what we hear. But I don’t think

that if this unrecognized tachycardia turned out to

be ventricular tachycardia, the use of both drugs

would be lethal. Reluctantly, I will agree with Doc-

tor Dexter, and I think that I would use quinidine.

too.

Doctor Friedlich: I am interested to know why
you use quinidine, in preference to a procaine de-

rivative under the circumstances that we were told

about here
;
namely, a fellow who has a fresh myo-

cardial infarct, and gets a rapid ventricular tachy-

cardia. This, I suppose, qualifies as a cardiac emer-

gency as much as any we are going to talk about

here.

Admittedly, there are some people with fresh

myocardial infarcts, and ventricular tachycardia,

who seem to bear up under it pretty well. Under
those circumstances, I suppose that I, too. would

think about the possibility of using quinidine. But,

what do you do when you give quinidine? What
sort of a program would you put him on ?

Doctor Warren: This all depends upon the kind

of situation with which you are dealing. I was under

the impression that Doctor Butterworth described

what was a semi-emergency. Then, I think I would

use quinidine.

If this were really an emergency you described,

I think I would certainly have no hesitation in going

to parenteral therapy, and there the choice as I see

it is not great. But, there is one operating principle

that comes up here which I think will probably

appear in several of our other discussions.

Moderator Butterworth: Let me interrupt you

here. The point I want to make is that both quini-

dine and pronestyl are toxic drugs, especially when
given to a cardiac patient who is already failing.

One must be extremely careful not to overdo their

use, because then the heart loses all response.
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Doctor Warren: This really adds up to what I

was going to say. These are difficult drugs to use.

None of us, fortunately, has to use them everv day.

I think the principle of the choice is that it is best to

have certain of your own favorites, and to learn

about these drugs thoroughly. You don't have to be

really a Jack-of-all-Drugs.

I should think that in general, with some excep-

tions, it would be better to be familiar with the use

of parenteral quinidine or pronestyl and use that

drug
;
you probably would do better than the person

who switches back and forth.

Doctor Dexter: A patient with paroxysmal ven-

tricular tachycardia, going down hill, in shock, is

obviously going to die from it, and there is only one

thing to do, as far as I am concerned, and that is to

give either quinidine or pronestyl up to the point

where either the patient reverts to a normal sinus

rhythm or dies.

This is an unfortunate situation. It is rare, but

it is an unhappy position in which physicians some-

times find themselves. One knows that the next

dose, or the one thereafter, will either lie fatal or

will control the tachycardia. Let me emphasize that

such vigorous treatment should be reserved for

those whose tachycardia appears potentially fatal.

Doctor Friedlich: I should like to put in a plug

for the other side, and particularly for the use of

quinidine. I have seen several patients for whom
death seemed inevitable unless the normal rhythm

could be restored.

On a number of occasions I have given quinidine

until the blood pressure sank to worrisome levels,

the O.R.S. complex became very wide, and the

patient started to have bursts of ventricular pre-

mature beats and short runs of ventricular tachy-

cardia from the quinidine. I was sure I couldn’t

give another dose and stayed around until the blood

level of quinidine should have been declining. I

was sunk because quinidine had failed, only to find

on the following morning, the rhythm was normal.

There is a time element involved in the action of

this drug. The action is not related to the plasma

level alone. This has happened sufficiently often so

that I am very much impressed by it.

Doctor Dexter: I agree with you. That does

occur with quinidine. There is often a dissociation

between the plasma level of quinidine and its effect

in reverting the rhythm to normal sinus.

Acute Myocardial Infarction

Moderator Butterworth

:

Let us finish off myo-
cardial infarction, so that we can go to some other

things.

Doctor Warren, will you say a word about the

use of digitalis in heart failure, with acute myo-

cardial infarction.
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Doctor Warren: I would say that first of all, the

presence of congestive heart failure, in 99 cases out

of 100. is an indication for digitalis therapy, ob-

viously excluding occasions when digitalis toxicity

is already present.

In patients with myocardial infarction who have

congestive heart failure. I would go ahead and digi-

talize them.

Now, the main argument against doing this is

the danger of an increase in the arrhythmic tend-

ency of the patient’s myocardium. He is already

susceptible, by the fact of having an infarction, to

the development of dangerous and fatal arrhythmia.

There seems to he little question that you can

enhance irritability with digitalis. I would not want
to be trigger-happy in giving the digitalis ; I would
want to have evidence that I am apt to get into

trouble from congestive failure before I would
use it.

If there is, in addition, evidence of arrhythmia,

multiple premature heats or something of that sort,

then I am not afraid to go ahead with therapy such

as quinidine, aimed at the myocardial irritability.

I would say, in general, that I would treat con-

gestive heart failure, as I would treat it in other

situations, by digitalis. I am not including in this

the development of shock. We may want to discuss

this as a separate entity.

Doctor Dexter: I would like to put a word in

here. Doctor Warren is going to give quinidine

and digitalis, one to increase and the other to de-

crease irritability. Why bother to give anything at

that point?

Doctor Warren: I think I am protected by the

fact that these drugs have multiple actions. I never

can completely understand some of them. I think I

would give the digitalis for the well-known actions

of this drug on the failing heart, and I would give

the quinidine, not for its action in that regard, but

in spite of its action on the muscle, to decrease the

myocardial irritability.

I say myocardial irritability, and I cringe a little

bit. I am talking about the tendency of these people

to have arrhythmia. As I said a few moments ago,

it has been my personal experience that under these

circumstances these two drugs in combination are

not so had as one is led to believe by reading the

pharmacological text-books.

Doctor Dexter: I was going to ask you if you
feel digitalis is very effective during the acute phase

of myocardial infarction.

Doctor Warren: Well, it is often hard, in a pa-

tient treated with bed rest, etc., to decide about the

effectiveness of digitalis. We think there are other

things that are important in congestive failure.

My feeling, from viewing patients, is that digi-

talis does something that is useful under these

circumstances.

Moderator B utterworth

:

Let us come hack to this

later on, and go ahead with the treatment of shock.

Doctor Warren: Although I think that shock, in

myocardial infarction, is predominantly a manifes-

tation of heart failure, yet it isn’t typical of con-

gestive heart failure
;
it may he combined with some

of the well-known manifestations of pulmonary
edema

;
hut the development of shock in myocardial

infarction is the result of inadequate pumping ac-

tion by the heart. The cardiac output is low; the

blood pressure, of course, is low, and this has a bad
effect in several ways.

First, certain vital areas are not getting adequate

blood flow ; there is difficulty in postural adaptation,

and finally, and probably very important, the per-

fusion pressure available to the coronary arteries

is diminished.

So that I would say, as a generalization, that the

real advance in therapy, in this situation, is the use

of the pressor drugs, epinephrine and others. This

is one form of shock where I think these drugs are

really useful and beneficial.

Here again, we are dealing with dangerous drugs

that may cause difficulty on the systemic side from
their pressor action and we may have some pretty

bad difficulties, locally, due to their vasoconstrictive

action and the effect of getting the solution out of

the blood vessels.

I never was enthusiastic about the use of blood

transfusions in the therapy of shock, related to

myocardial infarction, and I think that the results

hear me out in this.

I feel reasonably encouraged al>out the general

use of the pressor drugs of the epinephrine type.

I think they can he over-used like many drugs.

Doctor Friedlich: When do you decide to start

them ?

Doctor Warren: This is the problem with all

drugs. When do you decide that congestive failure

is present? When do you decide that shock is

present

?

I don’t know, really, a definition of shock that is

entirely satisfactory. I would just say that with a

small amount of hypotension, unaccompanied by

evidence of diminished blood flow to the extrem-

ities, and in the easily measured areas of the body,

I would not want to use the drug. When I feel that

there is a diminished blood flow to at least some
parts of the body that are important, and if the

pressure has fallen low enough that I am worried

about impaired coronary perfusion, when there is a

systolic pressure of 80 or 90 or below, I would start

the drug. I wouldn’t be too eager to do it.

One final point is that in the acute situation,

comparable to that in the locker room, remember
that vasodepressor shock, vasodepressor fainting,

are first cousins to the kind of shock that we are
continued on next page
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talking about ; they look exactly like it. One needs

time to decide how to treat it.

Again. I wouldn’t be too eager to get the bottle,

but I would watch the situation for a period of time.

Vasodepressor shock, syncope, I should say.

often has its own little trade-mark, and that is the

bradycardia which goes along with it. If you find

this in an acute episode, it may be the tip-off that

syncope is what you are dealing with.

Moderator Buttcrzoorth

:

I think probably all the

panel would agree that the most important thing is

to watch what is happening to the blood pressure,

and as long as it is maintaining itself, one does not

need to use vasopressor agents. It is only when it is

falling consistently oyer a period of time, that one

need undertake treatment with pressor drugs.

One of my pet peeves is that so many people talk

about the low blood pressure in myocardial infarc-

tion. Mv own experience is that, regardless of the

question of shock, the blood pressure is apt to be

quite low anyway. Xo one ever takes a normal

person who has had pain and gives a lot of morphine

and stretches him out in bed and takes the blood

pressure. Most of these people would run a hypo-

tension. anyway.

I don't feel that these represent real shock. It

isn’t the actual level of the pressure, but it is a

falling pressure over a period of time which is

important.

Would you agree with that?

Doctor Friedlich: Yes. And the converse, we
should mention for a moment

;
that is. the impor-

tance of relieving pain. Since this is a panel on both

the prevention and treatment of these emergencies,

it should be mentioned too.

Concerning the problem of the relief of severe

pain in myocardial infarction I might say a word,

in order to get some disagreement on the point.

The problem is the handling of pain, which can

potentiate shock or be a contributing factor. In the

presence of hypotension, we are up against the same

sort of thing that was seen on the battlefield

;

namely, giving morphine subcutaneously to a per-

son with poor circulation, who may not absorb it

:

then more morphine is given, and the patient can

end up with a considerable load of unabsorbed

morphine lying around under his skin. W hen he

gets into a little bit better shape, he will develop

trouble from having too much morphine absorbed.

Modcrator Butterzcorth: How do you give the

morphine ?

Doctor Friedlich: Intravenously, slowly, in

small amounts. We stick the patient several times,

if necessary, and slowly and cautiously give it

intravenously. You know where it is. then, and you

don't have to worry about accumulation, and you

mav find very dramatic and satisfactory relief of

pain.
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Moderator Butterzoorth

:

Yes, I think this is a

very good thing to do. and you can do it easily in

the small veins, but it must be given slowly. You
will agree to that.

Doctor Dexter: I subscribe entirely to what Doc-
tor Friedlich said. I like to give all emergency
medication ; digitalis, pronestyl. perhaps morphine,

and all the rest of the drugs, intravenously, because

you then know what you have given, the amount,
and the exact time. You know when the drug has

begun to act and you do not have to worry about

problems of absorption.

Also, with respect to the pressor drugs. I disagree

a little bit with Doctor Warren. Epinephrine is a

potent compound, and I don't like to use it except

as a last resort, when everything else has failed.

But. I don’t like to start off with it. I don’t like to

use methosamine (vasoxyl) because it has no action

on myocardial contractility.

I think the work of Brewster at the Massachu-
setts General Hospital indicates quite clearly that

in experimental shock, nor-epinephrine is as good a

drug as any to use. front the point of view of re-

sponse of the shock-like state. It is not too potent

or too weak.

Doctor Friedlich: I want to mention one other

drug which I think probably would be a verv useful

drug to the real bag-carrying doctors, and that is.

Aramine. which is a potent vasopressor. It also has

the effect of increasing the force of cardiac contrac-

tion. It may be given intravenously, intramuscu-

larly. or subcutaneously, without producing a

slough.

Usually. when we turn to Levophed I prefer to

give it by plastic catheter, so as to avoid leakage

from the vein which can lead to gangrene of the

surrounding skin.

Modcrator B ntterzeorth : \\ e have only talked

about morphine. What about other drugs for the

relief of pain?

Doctor Friedlich: I think that the younger men
in the hospitals are using more and more demerol,

and I suppose I am resisting this a little bit for sev-

eral reasons. First of all. it is more expensive,

second, it often doesn't relieve the pain as well, and

third. I think it is more dangerous than morphine,

from the standpoint of respiratory depression.

It is used. I think, because of the popular notion

that demerol produces less respiratory depression,

with the result that the physician is not on guard

to detect it.

Doctor 1 1'arrcn: I think morphine, in most cir-

cumstances. is all right. I think that your last point

is good. Demerol is dangerous, primarily because

most people think that it isn’t dangerous.

May I come back to the point about the pressor

drugs? I am in the process of changing my opinion
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about this. I think that Aramine offers, theoreti-

cally. at least, very good possibilities, perhaps supe-

rior ones.

The thing that worries me about neosynephrine

is the problem relating to arrhythmia, in this group

of patients.

I wouldn’t be sure which is the best. Certainly

Levophed is terrifically potent, and dangerous from

the point of view of local reaction.

I would say one thing about giving medication.

If one does give a parenteral, intramuscular, or

subcutaneous drug that one is worried about (I

guess we all have to do it at times)
,
don’t let anyone

give it in the shoulder. I see to it that it is given

further down the arm. Then, if the patient is getting

into trouble, I can slow things down a little bit.

It is a simple maneuver and I feel that it saves

some trouble.

Acute Pulmonary Embolism

Moderator Butterworth: I should like to go on

and on with this, but I am afraid that we can’t.

I should like to go ahead, now, with a question that

falls into Doctor Dexter’s lap. What is your ex-

perience in the treatment of acute pulmonary

embolism ?

Doctor Dexter: Being a medical man, I prefer

medical therapy, anticoagulants. But, there are

certain situations where one cannot give anti-

coagulants. For example, in chronic venous disease

of months’ and years’ standing, anticoagulants can-

not be expected to do anything more than relieve

the situation at the moment. It seems to me that

under these conditions, one would prefer to do

surgery.

Now, if one prefers to do surgery, let me remind

you that it should be done bilaterally, beginning at

the common femoral as the lowest point, and work-

ing up, if the clot is higher than that point.

Doctor Friedlick: Haven’t you had occasion for

dramatic surgical treatment, with a massive pul-

monary embolus ?

Doctor Dexter: Yes. We had one which war-

ranted going into the chest to remove the embolus.

This was very dramatic, very rare, and it probably

won’t happen again, I can assure you.

There have been very few that have ever been

done. It was attempted a long time ago. It isn’t

worth having in the therapeutic armamentarium,

unless you can make the diagnosis immediately and

get right in and fish it out.

Moderator Butterworth: Do you ever give intra-

venous atropine ?

Doctor Dexter: No.

Moderator Butterworth: Does anyone on the

panel give it?

Doctor Friedlieh: I have tried large doses of

atropine, and papaverine, with disappointing re-

sults. It may not be my responsibility to bring this

up, but once in a while you do have a patient with

an extremely severe pulmonary embolus who seems

to be between life and death, and recently 1 had a

difficult decision to make.

It was shortly before the first successful embo-
lectomy in this country, I believe. Wasn’t yours the

first successful one in this country?

Doctor Dexter: 1 believe so, but I don’t really

know.

Doctor Friedlieh: At any rate, I was asked to

make the decision, whether a one hundred per cent

fatal operation ought to be done on this patient.

This brings up an interesting point. The man had

been in shock for twelve hours, with a blood pres-

sure of 80/65 ;
he was in the clinical picture of

shock, 4-plus. His blood pressure, supported by a

slow drip of levophed, was as I have stated. I wanted

to do almost anything, rather than recommend pul-

monary embolectomy because it had been, up to

that point, so uniformly lethal.

We began to wonder whether the vasopressor

agent could be acting also as a further basis for

pulmonary obstruction and actually making him
worse. Out of desperation, because there wasn’t

anything else 1 could recommend, we stopped the

levophed, and after twelve hours of shock, he

started to get rather steadily better.

I mention this only to find out if anyone has ever

had a similar experience, because it was fascinating

to me. Whether it would happen again, I don’t

know.

Doctor IVarrcn: I wonder if, looking into the

crystal ball, actually these disastrous situations, the

arrhythmia, and perhaps this one that you have just

talked about aren't going to be a needless thing

five years from now. Probably we will turn to open-

heart surgery under these circumstances.

I am not recommending this on the patient who
comes in tomorrow; unfortunately, there will only

be a few places where we can apply this, but in these

desperate situations, it may be that therapy of this

sort will be used more in the future than we use

it now.

Doctor Dexter: I would like to point out that the

main problem here is not therapy. I think that

therapy in pulmonary embolism is really straight-

forward. The Trendelenburg operation is not use-

ful now and I don't think that it will come into

being in the future. Why : Because it is so difficult to

make the diagnosis. The real problem with pul-

monary embolism is to recognize it.

I think I am boasting when I say that I recog-

nized only one in ten. Certainly, if one goes to the
continued on page 700
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T he Clinician has been an active and useful

type of physician contributing" greatly to the

welfare of the profession and the public. He has had

different characteristics in different generations.

Forces are at work in the present threatening the

clinician with extinction. For example, the results

of a laboratory procedure are being distorted into a

substitute for thinking. The clinician may become

as extinct as the blacksmith. (W ho may be seen in

“Westerns.”) However, forging a clinical judg-

ment continues to be a fundamental process in the

care and treatment of the sick—these forces not-

withstanding. The clinician may become more

prevalent and wiser by according novelty to his

nature in the light of modern modes of thought.

The desirability of novelty is described by these

words of Alfred North Whitehead: 1

“To keep a human institution from stagnating

is the hardest thing in the world to do. You might

have a social system that would run along

smoothly enough for centuries but if it lacks the

element of novelty it is a dead thing. I dare say

the ants and bees have smoothly working sys-

tems, but they do not change. This element of

novelty is what makes the difference between

man and the animals. Man sees a future in the

present
;
there is a vision of what can be done

with the materials of what is. A dog sees the

present as a present and nothing else. Man's

social institutions if stagnant, creature for crea-

ture, would be of not more worth than the ants.”

In his novel nature, the clinician would have a

sense of proportion. This phrase has connoted a

balance
;
a weighing of this in comparison with that

to judge which is better. It has signified the cutting

of a pie into different sizes with each piece accorded

a different value of prestige. It has meant modera-

tion. It is to be construed as the resultant of the

interreaction and hence relationship of a variable

number of factors, each factor having a different

significance in the formula.

A sense of proportion as a mode of thinking has

its roots in a perspective broad enough to encompass

the whole, in the freshness of the dimension of time

and in the scope of objectivity.

The perspective of a ball game as seen by a truant

boy through a knothole is nostalgic but limited to

the idolatry of the left fielder. The baseball scribe,

writing from the perspective of his perch high in

the stands may be rabid but the perspective of the

whole game is from the perch and not through the

knothole.

The often heard judgment of physicians “that

nothing can he done” is shortsighted. Such a judg-

ment states the only therapeutic goal of the healing

art is one of bringing an illness to an end. The oft-

told story of bringing an illness to an end in an

average stay of 10.1392 days has been lauded as

an accomplishment of modern medicine and the

purest justification for increased hospital costs.

There are in fact multiple therapeutic goals, each

with equal dignity, deserving of equal respect,

worthy of equal expenditure of energy. The thera-

peutic goal of exceeding the level of health the

patient has previously known approaches the ulti-

mate but does not deserve a special consideration.

Tranquilizing drugs have become the panacea of

general practitioners and internists to short-cut the

therapeutic goal of aiding and abetting the patient

in his attempts to adjust to living. These drugs

keep patients who are annoying to the physicians

from appearing in the office as frequently as hereto-

fore. They are used to bypass the longer lasting

effort of psychotherapy and the disagreeableness

for the physician of referring the patient to an

appropriate specialist. Better the shortsighted ob-

jective of bending to the patients' misconceptions

than the long-range goal of educating.

With certain orders of disease the therapeutic

goal of bringing an illness to an end is more obtain-

able than in others. The orthopedist is faced with

sequelae to injury which prevents the attainment

of such a goal. The neurologist and psychiatrist

may have to he content with merely making a dif-

ference. There is a tendency on the part of some

physicians to look down upon (and perhaps sneer)

at their colleagues who work over long periods of

time merely to effect a difference.
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However, one should not equate making a dif-

ference with the ever present danger of a depend-

ency relationship. Dependency feeds the physician’s

ego through the resulting continuous deference to

his judgment hut it starves the patient of his privi-

lege of individuality.

With the lessening prevalence of acute illnesses,

chronic illness has emerged to a new prominence.

The therapeutic goal of making a difference is

pertinent to this fact. This change the clinician ac-

cepts. Rehabilitation has purportedly an orienta-

tion to the therapeutic goal of making a difference

but this movement has tended to become ossified

with the preoccupation of adding ten words after

one year of effort to the vocabulary of an aphasic.

There is a reality principle conditioned by the limi-

tations of our present-day knowledge.

Specialization within the practice of medicine

has been harangued. The wealth of knowledge and
the ever changing quality of knowledge makes spe-

cialization useful and pertinent. But the specialist

and the general surgeon who approaches his spe-

cialty through a knothole is devoid of a sense of

proportion. Broad perspective frees the specialist

to integrate the diseases of his specialty into the

framework of the biology of diseases as a whole as

well as the biology of living beings .

2

Analytically oriented psychiatrists isolate com-
monly from the biology of disease. The clinical

psychologist through the limitations of his training,

has a closed mind to the biology of disease. The
adept general practitioner evokes respect for the

breadth of his vision in relation to the gamut of

disease he is exposed to in his daily functioning.

Effects of Time

The dimension of time has been contributed to

the modern clinician by the ideas of Einstein. The
process of disease in the course of time, changes in

the significance of the factors involved, or changes

in the number of factors operative, or changes in

the number of factors which are pertinent. Time
has function. Time ages wine. With the human
mind open-eyed, the chances of seeing a problem

from another one of the potential wealth of per-

spectives are excellent. Such an approach results in

the human mind arranging most of the facts in a

different combination of relationships to come upon

a fresh meaning in time. This has the effect of set-

ting the learning process of the human mind in mo-
tion. There are usually some facts left over—

a

stimulus to yet another combination of relationships

to come. The clinician is thinking in the present-day

mode.

To the people living about Rome, exposure to

night air was paramount in disabling them with

miasma. Later in history, the mosquito was seen as

the only cause of malaria. Still later, the control of

the mosquito superseded the treatment of malaria.

It would appear in time malaria will have no con-

sequences for modern man in all portions of the

globe.

In the ordinary course of events, it is not usual

for our patients to live the number of decades which

elapsed before the above tale could be told but, in

miniature, this concept of time is met with each day.

Within the memory of most of us is the recollec-

tion of the introduction of penicillin, wearing the

halo of the miracle drug. Then came the disturbing

revelation of the adaption potential of pathogenic

organisms to even the several different antibiotics

then available. Now, the capacity of the staphylo-

coccus to menace the course of recovery of even

non-infectious diseases is apparent. In the course

of time, a change occurred in the significance of

certain of the multiple factors participating. But,

in accordance with the range of human behavior,

many of us are comically glued to the prescription

practices of yesteryear.

With the aid of the dimension of time, the clini-

cian thinks in concepts, an abstraction pertaining to

relationships, which has validity over a long span of

time and which symbolizes a combination of rela-

tionships. A chair is a concept. The word symbolizes

that which is made of certain materials and put

together in a certain way for the intent of sitting to

ease the ache of one’s flat feet. The clinician’s

doing flows out of his concepts. This is not true of

the “Promoter.”

The “Promoter” is a common type of practi-

tioner. He is preoccupied with relieving the pres-

sure of an emotion from within himself or in re-

sponse to an identical pressure from the patient, to

do something so that the outcome, desirable or un-

desirable, will be known right now. Such a knothole

perspective is a seductive hangover from his child-

hood fears that something will spoil the fulfillment

of his wishes. Something usually does. The pro-

moter sells a gimmick, fails to teach a concept. The
public from the indigestion of the gimmick will

come to accumulate another bias. Resentfully, the

public will seek revenge for this stomach upset by

attempting to destroy the profession of medicine.

The exaggeration of the importance of doing

with the disregard of the dimension of time leaves

its victims in a state of mere existence, excluded

for long periods from the state of being really

alive. Happily our biological nature has a great deal

of bounce. The psychiatrist relates to the other

specialties in such a fashion that he is thoroughly

acquainted with the status resulting from this drive

to do. The concepts of psychosomatic medicine,

valid over a long period of time, have not penetrated

beyond the fascial plane of the unlearned physi-

cian’s skin.

The clinician, through his sense of proportion,

has objectivity. He sees the self as a projection of

his human nature, not as something apart.
continued on next page
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The antithesis—subjectivity—is a characteristic

of the neurotic. Physicians represent a fair sam-

pling of a cross section of the population as a whole.

Representatives of neuroticism are to he found in

medicine. In their subjectivity, avoidance is a cardi-

nal way of life. To avoid patient's, colleague’s and

lay potentate’s disapproval or cold shoulder or

downright rejection, the physician, in his subjec-

tivity. becomes a victim of distortion and dis-

proportion. The anxiety of avoidance is concerned

with the guilt of negligence, omission, and failure

to do.

Observations of the treatment sheets of hospital

records on the day of admission has the length of

numbers supposed to achieve the avoidance of noth-

ing. Laboratories may come to make some money
for the hospital through the spectre of avoidance.

Certain physicians make medical care dispropor-

tionately expensive for their patients through their

own fears of overlooking. An otherwise impres-

sively pitched voice may be heard to quiver—Have
you ordered a B.S.P. test, a transaminase test, a

protein bound iodine? The ritual of differential

diagnosis has become stylized to avoid rather than to

learn. The promotion through literature, radio and

television of lay health organizations is oriented to

drive people into the frame of mind of avoidance.

This is readily achieved through an emotional ap-

proach designed to evoke the suffering of fear.

Rationally, these organizations are said to be

oriented to the sanctity of prevention. The virtu-

ousness of pointing out what has been overlooked

in a case presentation has grown to the stature of

righteousness. The utilization of the facts available

as an exercise in learning has fallen into disrepute.

The clinician emphasizes. He recognizes over-

looking and neglecting to do is a reality of his

human nature. There is some of the absent-minded

professor in all of us. He would stress the freshness

which is ahead, not the staleness in looking back. In

moving into space, the values of yesterday which

have lost their meaning will be automatically left

behind. The neurotic is burdened with left-overs of

the past which he drags along into the here and now.

The clinician has the perception of the subtleties of

differences—not the monotony and boredom of

sameness or similarities.

The Wraith of Research

The clinician with his sense of proportion has his

troubles with much which is reported in the name
of research in the here and now. Anything bearing

the name of research (or even a weird mispronun-

ciation of the name) is passionately applauded and
dramatized as an abiding truth. The clinician is

obscured by the smog of this response. However,
humanity likes practical jokes. Within the profes-

sion itself, the compulsion to exalt research to the
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excesses of distortion occurs to the detriment of the

care of the patient and teaching. The clinician finds

his time consumed in pointing out the limited per-

spective, the subjectivity, and the transitory nature

of this particular version of smog.

Promoters and Sponsors are one and the same
coin, one being heads and the other tails. Sponsors

and research are close relatives, so close there are

no longer discernible boundaries between the two.

Without a boundary zone, there is a paucity of

freedom of the inquiring mind, deterioration of

discrimination, and an eclipse of the learning proc-

ess. However, a total eclipse of our monkey an-

cestry would be beyond the pale of humanity.

Sponsorship by the laity has laid claim to a mul-

tiplicity of diseases, any variety of the specialties

of medicine, and not even excluded the philosoph-

ical approach to medicine. Organized labor, through

the vehicle of its band leaders, is becoming one of

the most prolific sponsors—spawned by the dis-

covery of the gold in “fringe benefits.”

Sponsors make use of promotion. Promotion has

begot medical journalism. Medical journalism is

tempted and commonly yields to the temptation to

disregard historical perspective. The regional vari-

ety of journalist who adds to the clinician’s amuse-

ment in reading his local newspaper is merely a

good example of a trend within the fourth estate.

Indeed, the accolade-wreathed local representative

was that grain of sand which activated interest in

defining the clinician in the meaning of today. He
has denounced medical ethics as a gag rule. He is

unduly impressed with authority to the disregard of

conceptual thinking. He is a pathetic victim of the

vulgarity of subjectivity and distortion. Historical

perspective and the dimension of time are beyond

his horizon.

With all his troubles, the clinician takes pleasure

in the concept of integration
,

3 a concept which has

movement, not static standstill. Integration as a

concept is well anecdoted in the principal function

of the central nervous system. It is that body system

which has the objective of bringing into being the

harmony or unification of the whole. The metameric

organization of the earthworm, reflected in the

spinal cord, expresses a phylogenetic failure to

effect unity in a multicellular organism. The brain

when viewed from its historical development is a

greater success in the expression of integration.

Integration functions over and above the level of

absolutes. Relativity, a concept anecdoted in the

wisdom of the integrating system of the human
body has come to change the mode of man’s think-

ing. This change is resulting in the sense of propor-

tion becoming more commonplace. The propensity

of people to follow the bandwagon may draw the

sponsors, the medical journalists and the promoters

into the vicinity of a sense of proportion. Thinking
concluded on page 688



TREATMENT OF CUTANEOUS REACTIONS TO ANTIBIOTICS 687

TTTTTTT' TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT TTT T T TT TTTTT7TTT

TREATMENT OF CUTANEOUS REACTIONS TO ANTIBIOTICS*

Arthur B. Kern, m.d.

The Author: Arthur B. Kern, M.D., of Providence,

Rhode Island. Dermatologist ,
Miriam, Our Lady of

Fatima. Rhode Island, Roger Williams General and

St. Joseph's hospitals. Assistant Clinical Professor of

Dermatology, Boston University School of Medicine.

T he management of cutaneous reactions to

antibiotics can be divided into two main cate-

gories. The first includes the treatment of reactions

to locally applied antibiotics. The second includes

the treatment of reactions to antibiotics taken by

mouth, by injection or, less commonly, by instil-

lation.

The therapy of contact dermatitis due to anti-

biotics consists of two parts. First, removal of the

offending agent and, second, treatment of the re-

acting skin. The first part of this treatment plan is

usually not too difficult since one can frequently

obtain a history of some disorder of the skin with

application of an antibiotic ointment followed by the

development of redness, swelling, vesiculation and

oozing characteristic of a contact dermatitis. There

are three antibiotics in particular which are prone

to cause contact dermatitis. These are penicillin,

sulfonamides and furacin. Because of the frequency

with which they cause reactions, it is my opinion

that these three medicaments should no longer be

employed in any local application. Streptomycin is

another frequent epidermal sensitizer. Reactions to

it are seen predominantly in nurses and in one sur-

vey it was found that contact dermatitis occurred in

about half the personnel handling this drug. It must

be kept in mind that many preparations today, in-

cluding ear drops, eye medications and lozenges,

contain antibiotics which may cause contact derma-

titis of the ear, eye, throat, etc. Contact dermatitis

has also been caused by bacitracin, chloromycetin,

tyrothricin and other antibiotics, although these are

much less commonly the cause of sensitivity.

Treatment of the skin’s reaction to local anti-

biotics is no different from the treatment of contact

dermatitis due to other causes. In the acute stage,

that is the stage of erythema, edema, vesiculation

and oozing, we use compresses, wet dressings,

^Presented at Interservice Conference Hour, Rhode Island

Hospital.

soaks, baths and lotions. Following the subsidence

of the acute reaction, the skin enters what we refer

to as the subacute stage at which time we observe

erythema and edema. We then employ a paste until

the skin goes into the chronic phase of reaction. At

this time the skin is erythematous, dry and scaly

and we substitute an ointment for the paste. In gen-

eral, local therapy of the type just described is all

that is necessary. In some cases, however, where

the reaction is extremely severe and widespread

the steroids by mouth or injection are of value. In

my experience, such treatment brings relief from

the itching and marked discomfort which accom-

panies a severe contact dermatitis, although it has

little effect on the course of the disease itself. In

view of the possibility of serious side effects, sys-

temic steroids are not recommended for the treat-

ment of a contact dermatitis other than one which

would be considered extremely severe. Before leav-

ing the subject under discussion, I would like to

mention the fact that antihistamines taken by mouth

or applied to the skin are of no value whatsoever in

the management of contact dermatitis. In view of

the frequent reactions to antihistamines in ointment

form one might go so far as to say that they are

contraindicated.

The management of cutaneous reactions to sys-

temically administered antibiotics can be divided

into two parts. Tbe first is identification and elimi-

nation of tbe cause. The second is treatment of the

cutaneous alteration. In regard to identification of

the causative substance, it must be kept in mind

that “allergy” is only one of the mechanisms in-

volved in such reactions. Antibiotics may cause

dermatitis due to a biotropic effect, as erythema

nodosum from sulfonamides, enzymatic interfer-

ence as light sensitivity from sulfonamides, Herx-

heimer reactions and moniliasis. It should be

pointed out that since antibiotics are being incor-

porated in more and more substances, such as peni-

cillin in Salk vaccine and in milk, one must be

increasingly alert.

Reactions to antibiotics are extremely varied and

run the gamut from simple erythema through fatal

bullous eruptions and exfoliative dermatitis. In all

cases, treatment of the skin itself depends, as pre-

viously described, on tbe stage of reaction pre-
concluded on next page
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sented. In the milder eases this, plus elimination of

the cause and the use of antihistamines, by mouth
or injection, may he all that is required. In more
severe cases, such as serum sickness-type reactions

or generalized bullous eruptions, steroids are indi-

cated. W here this therapy is used, it is advisable to

start with an intramuscular injection of 40 units of

Acthar gel and then to carry on with Medrol in

dosage of 4 mgm. every six hours. This dosage

should be continued until the skin has returned to

normal, following which the dose can he gradually

reduced. One word of caution is in order at this

point. Frequently, the dosage is reduced too rapidly

and steroids are stopped too soon, with a resultant

recurrence of the eruption. In most instances. I con-

tinue the patient on Medrol, in gradually diminish-

ing dosage, for about three weeks after the skin has

cleared. In cases of acute urticaria, particularly

where there is laryngeal edema, 0.5 cc of aqueous

adrenalin given every hour or as needed will give

rapid hut temporary relief and is of value until the

steroids begin to exert their effect.

Most of the broad spectra antibiotics, when taken

by mouth may. in certain instances, bring about the

development of a mondial proctitis and/or vagini-

tis with extension to the adjacent skin. Mycostatin

has proven of particular value in the management
of this complication. In general, it is advisable to

combine oral with local therapy. Mycostatin oral

tablets, in doses of 500,000 units three times daily,

along with application of mycostatin ointment to

the perianal and or vulval areas, is recommended.

Where mondial vaginitis is present mycostatin va-

ginal tablets, each containing 100.000 units, should

be inserted intravaginally twice daily.

In summary, the management of cutaneous re-

actions to antibiotics, whether the reaction he in

the form of a contact dermatitis or in the form of

dermatitis medicamentosa involves elimination of

the cause and secondly, treatment of the skin itself.

Because of the increasing use of antibiotics, the for-

mer is becoming more and more of a problem. How-
ever. careful questioning and a high index of sus-

picion are usually rewarding. With the cause re-

moved. treatment along the lines outlined brings

about a satisfactory termination of the dermatitis.
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in relativity, the relation and interreaction of a mul-
tiplicity of factors is a resultant of a perspective de-

signed to encompass the whole of objectivity and
of the dimension of time.

The clinician offers to the public the best of the

medical profession in handling the problem of dis-

ease. Tomorrow there will he another best and
another indication for redefining the clinician. The
profusion of suggestions, tangents, and blind alleys

offered as panaceas for the troubles of man in

handling the perplexities and complexities of dis-

ease only point up the desirability of encouraging
the development of a clinician with the character-

istics and approach which these words approximate
in picturing.

To add a footnote, with pointed subjectivity, the

neuropsychiatrist, well trained in the biology of

disease of man, has a strong resemblance to the

clinician who derives considerable from the family

physician of yore.
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While Riehl’s melanosis is clinically well

known since its first description in 1917, its

pathogenesis is still a mystery. The case here re-

ported developed after a severe shock, in a patient

having vitiligo. It may help to explain the etiology

of this peculiar pigmentary disorder.

“A 60-year-old, unmarried woman, had vitiligo

all over her body since the age of 22. Otherwise

she was in apparent good health. In February

1957, while at home alone, she opened the door

for her brother who fell dead in her arms. The
following night her face became red and swollen,

with severe itching. The erythema subsided after

a few days and was replaced by progressive

darkening as seen in figure 1. The clinical diag-

nosis of Field's melanosis was confirmed by the

histopathologv. The epidermis was very thin

;

very few papillae were present
;
the horny layer

was thickened. There was undifferentiation of

the underlying fibrillary layer. The elastic fibers

appeared shrunken and broken. Many chromo-
blastic and chromatophorous cells were present,

which were unevenly distributed. Many lympho-

cytes and monocytes were observed
;
perivascu-

lar, perifollicular and periglandular infiltration

was noted. The hair follicles were keratotic.”

Improper food, vitamin deficiency, endocrine

disorders and the patient’s occupation are the com-
monly suggested causes of Riehl’s melanosis.

Single or pluriglandular imbalance is considered

a predisposing factor. Sezarv said, in 1921, that

any form of melanoderma demands an investigation

of the endocrine system, for possible suprarenal,

hepatic and thyroid insufficiency. As Navarro Mar-
tin and Aguilera Maruri stated in 19,50, and also

Sezary, and Lortat-Jacob, Legrain and Cleret, a

nervous, added to the endocrine disorder, may
affect the pigmentary system. In the case of Na-

varro Martin and Aguilera Maruri there were

pronounced asthenia, hypertension and hyper-

glycemia, suggesting the suprarenal origin of the

melanosis.
continued on next page

FIGURE 1. A patient with vitiligo-white face, developed Riehl’s melanosis a few days after a violent shock.
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The importance of the emotional factor in the

case reported is obvious.

Early physiological views were based on experi-

mental data, rather than on clinical facts. In 1914,

Adler enucleated the pituitary buccal outline in

tadpoles, and found that the skin became white.

Some years later. Allen (1916), Atwell (1919),

and Swingle ( 1921 ) interpreted the phenomenon as

being due to a contraction of melanocytes. Similar

results were obtained by Hogben and Wintron and

by Houssay and Ungar ( 1922 to 1924) who experi-

mented with adult frogs. Like results were found

in other batrachians and fishes.

It is interesting to recall the case of Berrard ct al,

a 244-pound woman who showed symptoms of

Cushing’s disease and pronounced melanodermia.

X ravs disclosed enlarged suprarenals and a nor-

mal pituitary. After 300r applied to the suprarenals,

the melanodermia reappeared during pregnancy

and lactation, and also symptoms of Cushing’s

disease. The patient died of bronchopneumonia and

diabetes mellitus. Xo changes in the suprarenals

were found. The pituitary was normal, but there

were hyaline changes in the pituitary basophilic

cells.

Skin coloring is dependent mainly on the mela-

nocytes and the homologous cells, according to the

species; the contracting and metabolic activity of

these cells are controlled by cosmic factors, mainly

light, through a pituitary hormone and a suprarenal

hormone (Maranon).

In Bolgert’s study (1946) of 39 patients with

Riehl’s melanosis, 23 revealed symptoms of colitis

and constipation. Intestinal therapy cleared 12

cases. Discarding suprarenal and ovarian insuffi-

ciency, the main factor seems to be a pituitary

melanothropic hormone hypersecretion. On 30

titrations, according to the Collin-Droust-Asselin

method, the writer obtained 18 pathological findings

FIGURE 2 shows the horny layer w'ith loose scales,

moderate vacuolization of the basal layer, chromato-

phores in the dermis and perivascular mononuclear in-

filtration.
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from melanosis in evolution, and 12 normal findings

in cured patients. However, in the pathological

cases, there is no proportion between the intensity

of the melanosis and the number of melanothropic

units.

Szodoray (1947). studying 26 cases of Riehl’s

melanosis, found ovarian and pituitary alterations.

In 8 cases, the power of ocular adaptation was
decreased.

In a case of Riehl’s melanosis of four years’

duration in an obese 35-year-old woman, reported

by Richet. Maranon and Rymer (1948). the sella

turcica was enlarged, with thinned walls and thick-

ened posterior clinoid processes.

Bolgert (1952 ) states that emotional shocks are

frequently the cause of the disease, and reports one

case of melanosis following severe sickness of a

relative, another following imprisonment of the

husband by the Germans, another while the patient

was trying to escape through military lines. In other

cases, sexual emotions could be incriminated.

Bolgert explains the increase of pigmentation

accompanying or following emotion, by a steady

discharge of the melanothropic hormone acting on

the pituitary gland. Degos (1943) also, believes

that shock may cause melanosis. The present case

is rare because of the emotional origin of the mela-

nosis. and the universal vitiligo, similar to albinism,

of which a few cases are found in the literature.

Degos. in 1943, published a case of Riehl’s mela-

nosis and coexisting vitiligo.

FIGURE 3. Orceine stain showing alterations of elas-

tic fibers.

SUMMARY
A case is reported of Riehl’s melanosis which

developed after a severe emotional shock, in a pa-

tient who had universal vitiligo. The phenomenon

is explained as due to the melanothropic hormone

of the pituitary.
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CERVICAL SPONDYLOSIS AND ITS NEUROLOGICAL SEQUELS

Cervical spondylosis, a relatively new addition

to nosology, is assuming a position of some
importance in clinical medicine. The name is given

to the chronic degenerative changes which occur in

the spine, most commonly of middle-aged and
elderly men, less often in those of women. The con-

dition may he symptomless, but in the course of its

development, it may produce cord and root com-

pression ; thus presenting a challenging and fre-

quently, a very difficult problem, in differential

diagnosis.

In 1956, Edwin Clarke and Peter K. Robinson

published an important and comprehensive paper

on Cervical Myelopathy : a Complication of Cervical

Spondylosis (Brain, Vol. LXXIX, 1956).

They reported a series of 120 patients, in all of

whom spinal cord compression due to cervical spon-

dylosis was demonstrated by myelography, at

operation, or necropsy. They concluded from the

study of their cases and a critical review of the rele-

vant literature, that the degenerative process in the

cervical spine is the basic etiological feature of

cervical spondylosis. The primary defect is in the

disc, which degenerates and promotes osteophyte

formation at the periphery of the vertebral body.

The posterior osteophytes, with the overlying liga-

ments, may project into the spinal cord or the

intervertebral foramina at one or more levels, and

in some cases they encroach on the spinal cord and

its roots, thus giving rise to the neurological signs

and symptoms.

It is well known of course, that cord involvement

may occur as the result of an acute prolapse of the

cervical intervertebral disc and it is essential to

differentiate this from the more chronic cervical

spondylosis because the pathology, prognosis and

treatment of the two conditions are different. Until

recently the distinction between the two has been

made by only a few authors, and consequently,

confusion in thought and therapy has followed.

Cervical myelopathy presents a clinical picture in

the arms and legs similar to the varied pattern of

tumors in this region, and because of the multi-

plicity of protruding lesions in most cases, the pic-

ture may he even more complex than that seen in

tumors.

How difficult may be the diagnosis of cervical

spondylosis is illustrated by the diagnoses that had

been suggested in 104 of the authors’ cases: dis-

seminated sclerosis, cervical disc, cervical cord le-

sion, cervical cord neoplasm, motor neurone disease,

syringomyelia, thoracic cord neoplasm, spastic

paraplegia, subacute combined degeneration of the

cord, cerebral hemisphere lesion, arachnoiditis,

haematomyelia, cerebellar ataxia and lateral sclero-

sis. On the other hand, should the X-ray film dis-

closing cervical spondylosis be given undue impor-

tance, it may lead to the erroneous diagnosis of

spondylosis when the real condition is multiple or

amyotrophic lateral sclerosis.

In summarizing this informative study of cervi-

cal spondylosis, the authors are not optimistic in

concluded on next page
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their outlook
;
they conclude that the results of

treatment, medical or surgical or both, were on the

whole disappointing, as far as return to full func-

tion was concerned. In most cases a trial of neck

immobilization is essential, and laminectomy with

section of the dentate ligaments, if this fails.

CARDIAC EMERGENCIES
Elsewhere in this issue is the transcript of a

highlv-successful panel discussion on the preven-

tion and treatment of cardiac emergencies which

was jointly sponsored by the Providence Medical

Association and the Rhode Island Heart Associa-

tion. Physicians throughout the state were invited

and the large attendance testified to the interest in

the subject. At the conclusion of the meeting there

were many favorable comments about the modera-

tor and his associates whose remarks were lively,

lucid, and informative, if not always in agreement.

In some quarters questions have been raised as

to the place and value of the national voluntary

health agencies, including the American Heart As-

sociation, in the picture of our country’s health.

It is a source of satisfaction to see continuous evi-

dence, such as this meeting, of a vigorous, locally

sponsored program directed toward a better pro-

fessional and lay understanding of heart diseases.

While the national research programs of the health

agencies are well known and of inestimable value,

some of us are of opinion that local activities, on

occasions such as this, arouse in us a more vivid feel-

ing of the value of these voluntary organizations.

Many years ago. Doctor S. Weir Mitchell, ad-

dressing an audience of medical students, had this

to say. “If any of you young men possesses a mathe-

matical mind, a mind which always demands de-

monstrable evidence and is unhappy without it.

you will not he at home in the profession of medi-

cine. In medicine there is some science which you
will use in the practice of your art : but unfortu-

nately for your mathematical mind, you will soon

learn that many, if not most, of your diagnoses and

treatments will be based upon the accumulation of

probabilities.”

If, with Doctor Mitchell’s remarks in mind, you

read the panel discussion of cardiac emergencies,

you will doubtless agree that their interpretations

of probabilities are as sound in principle as in prac-

tice they are useful.

PAYROLL RECORDS
With the change in the statutes relative to the

employment security program whereby every em-
ployer of one or more persons is subject to this tax

law, physicians are faced with the responsibility of

maintaining accurate records regarding all em-
ployees. Such records must he available at all rea-

sonable times within this state for inspection by

RHODE ISLAND MEDICAL JOURNAL
authorized representatives of the department of

employment security which administers both the

unemployment compensation program and the

temporary disability insurance plan.

Recently, members of the Society have been sub-

ject to an audit of their records and some confusion

regarding the regulations has ensued. Every physi-

cian should read the report published in this issue

on page 694, wherein the legal requirements are set

forth and the regulations regarding payroll records

are listed.

With the start of the new year, every physician

should, if he does not do so already, establish a

complete record system relative to employee pay-
roll. Attention is directed to the department’s regu-

lation noting that gross wages also includes special

payments such as bonuses, gratuities, dismissal

wages, etc. The possession of accurate and complete

records will work to the advantage of the physician

when the audit is requested.

HANG THE COST!
Less than a week after the elections the national

wire services carried a news report on the proposals

set forth by the AFL-CIO Executive Council,

which included, among many other legislative re-

quests, . . . “housing, hospital-medical coverage for

retired persons on the social security rolls. .
.”

In response to news conference questions, the

newspaper story reported that Mr. George Meany,
the AFL-CIO president, said he had no estimate of

how much the program would cost.

This is the same type of thinking that was pres-

ent when the compulsory tax proposal was ad-

vanced in the Congress this year for hospital-

surgical coverage for all social security benefi-

ciaries in the old-age bracket. The cost factor is

never considered until the program is launched on
the public; if the starting tax base is inaccurate,

or insufficient, merely increase it and tell the public

about it afterwards. After all, only 190.000 of

Britain’s twenty-six million people made more than

$5,600 after taxes in 1957, and fewer than 1,000

made over $16,800; yet we are told that everyone

is happy with state socialism.

Hang the cost ! or do we hang with it ?

Mark your Calendar ISou !

May 12-13, 1959

ANNUAL MEETING

Rhode Island Medical Society
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In Biliary Distress

ZANCHOL
Improves Flow and Color of Bile

Zanchol (brand of florantyrone), a distinct chemical

entity unrelated to the bile salts, provides the medical

profession with a new and potent hydrocholeretic for

treating disorders of the biliary tract.

The high degree of therapeutic activity of this new

compound and its negligible side reactions yield dis-

tinct clinical advantages.

• Zanchol produces a bile low in sediment.

• Zanchol enhances the abstergent quality of bile.

• Zanchol produces a deep, brilliant green bile, re-

gardless of its original color, suggesting improved

hepatic function.

• Zanchol improves the flow and quantity of bile with-

out increasing total bile solids.

Bile with these qualities minimizes biliary stasis, re-

duces sediment and debris in the bile ducts and dis-

courages the ascent of infection.

For these reasons zanchol has shown itself to be a

highly valuable agent in chronic cholecystitis, cholan-

gitis and care of patients following cholecystectomy.

Administration: One tablet three or four times a day.

Zanchol is supplied in tablets of 250 mg. each. G. D.

Searle & Co., Chicago 80, Illinois. Research in the

Service of Medicine.

s
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EMPLOYMENT SECURITY PAYROLL AUDITS

'T'hi-: audit recently of the employment payroll

records of many physicians by the State De-

partment of Employment Security has resulted in

many inquiries to the Society. The regulations cov-

ering such audits are established by law and by

administrative rulings, and for the information of

all physicians employing one or more employees

these rulings are summarized as follows:

General Laus, Section 28-42-38:

“Every employer and every employing unit

employing any person in employment in this state

shall keep true and accurate employment records

of all persons employed by him, and of the week-

ly hours worked for him by each, and of the

weekly wages paid by him to each such person

;

and every employer and employing unit shall

keep records containing such information as the

director may prescribe. Such records shall at all

times he available within this state and shall be

open to inspection by the director or his author-

ized representatives at any reasonable time and

as often as the director shall deem necessary.

The director may require from any employer, or

employing unit, employing any person in this

state, an_\- reports covering persons employed by

him. on employment, wages, hours, unemploy-

ment and related matters which the director

deems necessary to the effective administration

of chapters 42 to 44, inclusive, of this title.”

The “related matters” specified in the law quoted

above which are deemed necessary for proper ad-

ministration include receipts and disbursements,

payroll records and federal and state tax and wage

reports. These items must be made available to the

Department of Employment Security auditors in

order that they may correctly perform their duties

under the law.

REGULATION XV, adopted under the em-

ployment security act. has the force and effect of

law, and as amended to April 16. 1958, states as

follows

:

Payroll Records

Every employing unit shall establish, maintain

and preserve all payroll records for each succeeding

year beginning January 1. 1952 for a period of four

years. All such records shall be available at all

reasonable times within this state for inspection by

duly authorized representatives of the Director.

Such payroll records shall, in addition to recording

the name of the employing unit and place of em-
ployment, show the following data for each worker

:

(a) Name and address.

(b) Social Security Account Number.

(cj Rate of pay per hour, day or week, and
effective date of such rate.

( d ) Number of hours worked by each employee
during each work day from date of accession

to date of termination.

( e) Computation of gross wages paid for each

payroll period, showing separately

:

1) Amount of money wages.

2) Cash value of wages when payment is

made in any medium other than cash.

3) Commissions and special payments such

as bonuses, gifts, tips, gratuities, dis-

missal wages, and the like, and the period

for which such payments were made.

(f) The amount of money paid to an employee

as an allowance or reimbursement for trav-

eling or other expenses attributable to

business.

( g) Time lost because worker was not available

for work during any part of his normal

customary full-time hours in any calendar

week when his earnings are less than $30
for such week.

* * *

Members of the Society would do well to estab-

lish their employee payroll records along the lines

indicated above in order that the information may
be readily available for audit at any time by repre-

sentatives of the Department of Employment
Securitv.

Butterfield's

DRUG STORE
Corner Chalkstone & Academy Aves.

ELMHURST 1-1957
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WILLIAM H

New England's Largest Exclusive Furrier

400 Westminster Street

anything

darling . .

.

as long as
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-

Our Mink collection of

lovely scarfs, stoles, jackets

and coats is priced from

$99. to $6950.

ATTENTION

MEN!

Your selection held

and gift wrapped for

Christmas. Any

purchase cheerfully

exchanged within one

week after Christmas.

Trained gift counsellors

will assist you.

Charge or Budget
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IMPORTANT ANNOUNCEMENT
AFTER MANY MONTHS OF CAREFUL

STUDY YOUR RHODE ISLAND MEDICAL
SOCIETY COMMITTEE ON INSURANCE

HAS APPROVED AN EXCELLENT
NEW PROGRAM OF . . .

CATASTROPHIC
Hospital — Nurse Expense Insurance

and

OVERHEAD EXPENSE REIMBURSEMENT

* * *

LOOK FOR THE DETAILS

in your mail this month

This plan is considered to be most advan-

tageous to members. Be sure to give it serious

consideration!

R. A. Derosier Agency

32 Custom House Street

Providence 3, Rhode Island

GAspee 1-1391

For the CONVENIENCE of our CUSTOMERS...

Call GE 8-4450 today

for home delivery.

A. B. MUNROE DAIRY
INC.

BROW ST., EAST PROVIDENCE, R. I.

A. B. Munroe Dairy offers cus-

tomers the choice of milk in:

(1) conventional straiqht neck

bottle,

(2) distinctive two compartment
bottle for easy separation of

cream from the fat-free milk.

Separators furnished free

upon request.

The two compartment bottle is

a money-saver for families

occasionally requiring small

amounts of skim (fat-free) milk

for special diets or top cream
for coffee, cooking and other

needs.
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DISTRICT MEDICAL SOCIETY MEETINGS

BRISTOL COUNTY MEDICAL ASSOCIATION
At the annual meeting of the Bristol County

Medical Association the following officers were

elected

:

PRESIDENT Bruce Smith, m.d., Barrington

VICE-PRESIDENT,
Paul Botelho, m.d., Bristol

SECRETARY. Paul C. Bruno, m.d., Bristol

TREASURER,
Hubert Holdsworth. m.d., Bristol

COUNCILLOR TO R.I.M.S.,

Charles E. Millard, m.d., Warren

TO THE HOUSE OF DELEGATES TO
THE R.I.M.S. Robert W. Drew, m.d., Warren

PROVIDENCE MEDICAL ASSOCIATION
A regular meeting of the Providence Medical

Association was held at the Rhode Island Medical

Society Library, Monday, October 6, 1958. The
meeting was called to order by the president. Doctor

Joseph G. McWilliams, at 8:30 p.m.

Minutes of Previous Meeting

The minutes of the April 7 meeting were not read

as they had been published in the Rhode Island

Medical Journal. No corrections or additions

were reported and the president stated the minutes

would be considered approved as published.

Obituaries

Doctor McWilliams reported that since the April

7 meeting the following members had died

:

George If. Van Benschoten, m.d., on June 1.

Doctor Van Benschoten was president of the

Association in 1924.

Lucius C. Kingman, m.d., on June 19. Doctor

Kingman was president of the Association in

1932

Prescott T. Hill, m.d., on June 26.

.Harden H . Platt, m.d., on September 29.

Doctor McWilliams requested a moment of silent

prayer for these deceased members of the Associa-

tion.

Report of the Secretary

Doctor DiMaio, secretary, reported for the Ex-

ecutive Committee as follows :

The resignation from membership of Doctor

Arthur E. O’Dea, who is moving from Rhode
Island, was accepted.

The Association has been voted into membership
in the Rhode Island Council of Community Serv-

ices. Inc., as an active member of the Health Divi-

sion in particular.

Approval has been given to an additional com-
munity service of the Medical Bureau in accepting

emergency dental calls on week-ends and making
referrals from a list of dentists submitted and ap-

proved by the Providence District Dental Society.

A survey of the membership by the Program
Committee has indicated an overwhelming support

for the continuance of the regular monthly meetings

of the Association to be held on the First Monday
of each month. October through April.

The tentative date for the annual dinner and golf

tournament of the Association in 1959 has been set

for Wednesday
,
June 24.

Nominations for Membership

The secretary reported that the names of the

applicants had been submitted to the membership in

the official notice of the meeting. He listed them

as follows

:

For Active Membership
Alton J. Curran, m.d.

Americo Del Selva, m.d.

Frederick J. Fay, m.d.

Hector C. Jaso, m.d.

John B. Lawlor, m.d.

Antonio Machado, m.d.

Vartan Papazian, m.d.

Florian G. Ruest, m.d.

Louis V. Sorrentino, m.d.

Jaroslav Struminsky. m.d.

Ando I. Suvari, m.d.

Richard Wang, m.d.

J. John Yashar, m.d.

For Associate Membership
Lester M. Friedman, m.d., an active member

of the Kent County Medical Society.

For Active Membership by Transfer

Armand D. Varsaci, m.d.

Action: A motion was made, seconded and

adopted that the nominations relative to member-

ship by the Executive Committee be approved.
concluded on page 718
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TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEOERLE

A versatile, well-balanced formula for treating common
upper respiratory infections, particularly during respira-

tory epidemics; when bacteria! complications are ob-
served or are likely; when patient’s history is positive

for recurrent otitic, pulmonary
,
nephritic, or rheumatic

involvement.

TABLETS (sugar coaled)

Each Tablet contains:

Achromycin® Tetracycline 125 mg.
Phenacetin 120 mg.
Caffeine 30 mg.
Salicylamide 150 mg.
Chlorothen Citrate 25 mg.

Checks Symptoms: Includes traditional components for

rapid relief of the traditional nonspecific nasopharyn-
gitis, symptoms of malaise, chilly sensations, inconstant

low-grade fever, headache, muscular pain, pharyngeal
and nasal discharge.

Available on prescription only.

Adult dosage for Achrocidin Tablets and new caffeine-

free Achrocidin Syrup is two tablets or teaspoonfuls of
syrup three or four times daily. Dosage for children ac-

cording to weight and age.

Bottles of 24 and 100.

SYRUP (lemon-lime flavored)

Each teaspoonful (5 cc.) contains:

Achromycin® Tetracycline
equivalent to tetracycline HC1

Phenacetin
Salicylamide
Ascorbic Acid (C)
Pyrilamine Maleate
Methylparaben
Propylparaben

Bottle of 4 oz.

125 mg.
120 mg.
150 mg.
25 mg.
15 mg.
4 mg.
1 mg.

prevents the Wmultifarious sequelae

tedej-LeJ LEOERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York
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Panalba

effective against more

than 30 common pathogens,

even including

resistant staphylococci.

Panalba Capsules, bottles of 16 and 100
iules. Each capsule contains:

Panmycin phosphate (tetracycline phosphate
complex) equivalent to tetracycline hydro-
chloride 250 mg.
Albamycin (as novobiocin sodium). . .125 mg.

2. Panalba KM ft Flavored Granules. When
sufficient water Is added to fill the bottle,

each teaspoonful (5 cc.) contains:

Panmycin (tetracycline) equivalent to tetra-

cycline hydrochloride 125 mg.
Albamycin (as novobiocin calcium). .62.5 mg.
Potassium metaphosphate 100 mg.

Dosage:

Panalba Capsules
Usual adult dosage is 2 capsules q.i.d.

Panalba KM Granules
For the treatment of moderately acute infec-

tions in infants and children, the recom-
mended dosage is 1 teaspoonful per 15 to

20 lbs. of body weight per day, administered
in 2 to 4 equal doses. Severe or prolonged
infections require higher doses. Dosage for

adults is 2 to 4 teaspoonfuls 3 or 4 times daily,

depending on the type and severity of the in-

tt£en.
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PREVENTION AND TREATMENT OF
CARDIAC EMERGENCIES

continued from page 683

autopsy table and sees the emboli and then goes

back over the hospital records, where there were

four-hour charts, with nurses and house officers

and everybody looking at these patients, one has no

suspicion, even in retrospect, that embolism has

taken place. The real problem in embolism is its

recognition. Once you recognize it. prophylaxis is

straightforward.

In this case of yours, Allan, if you had known
there was a large clot occluding one artery and half

of the other, you would not have hesitated one mo-
ment to suggest surgery, as the only thing to benefit

the patient. In view of the fact that you couldn’t he

sure of it, it must have been pretty hard for you to

make up your mind.

So, to me, the therapy of pulmonary embolism

is not the problem. The problem is to recognize it.

and having recognized that it has occurred or that

it may occur, then the problem is really not therapy,

but prophylaxis.

Moderator Bntterworth: How often do emboli

arise in the pulmonary bed, itself?

Doctor Dexter: I think quite rarely. But they do,

and particularly in patients who have pulmonary

hypertension. 1 think that all of the studies show
it to be very rare

;
somewhere around 85 to 90 per

cent of all emboli come from the leg.

Doctor Warren: Your statistics are weighted;

we are talking about two diseases. You and I see a

lot of cardiac patients, who do have small pulmo-

nary emboli, so often missed, and this is one instance

where prophylaxis and treatment are pretty

straightforward, once the diagnosis is made.

But. there is another group of patients, where a

massive pulmonary embolus strikes as a great

catastrophe, where the diagnostic batting average

is probably higher, and it is really a catastrophic

situation. It is in this group of patients that medical

therapy, by and large, completely falls down and

what we have to offer isn't very impressive.

It is this group of patients that, in the future,

we may be more capable of handling. I think that

the majority of people with pulmonary emboli are

in the group you have described, where the diag-

nosis is frequently missed, and it comes in the

course of another disease process.

Doctor Friedlicit: Obviously, we aren’t going to

have time to run this subject into the ground, hut

I should like to say one thing about recognition.

It seems to me that in the patients I have seen, the

biggest stumbling block to recognition is the failure

to differentiate clearly in one’s mind between the

syndrome of pulmonary infarction and the syn-

drome of pulmonary embolus.

RHODE ISLAND MEDICAL JOURNAL
So often, one hears it said of the patient who

has come in with severe dyspnoea, cyanosis and
pain in the chest, that they can’t have pulmonary
embolus, because they haven’t coughed up any
blood, and the X ray doesn't show any shadow, and
they don't have pleural pain, and so forth.

The man that we spoke of, I was perfectlv sure

had a pulmonary embolus, because he had all the

signs of it. The pulmonary second sound became
loud

;
he had a right ventricular gallop

;
and he had

the X-ray findings that give one a hint of pulmo-

nary embolus, even without the presence of pul-

monary infarction.

We have interesting slides, showing enlargement

of the pulmonary artery, a rather chopped-off ap-

pearance of the branches of the pulmonary arterv.

The lung fields distal to these pulmonary arterv

branches are rather ischemic.

I think it was pointed out by Doctor Fleischner

that when one pulmonary artery is occluded, you

sometimes see hyperemia of the opposite side. This

doesn’t hold in many cases, but in a large pulmonarv

embolus, it can be of help.

Arrhythmias

Moderator Butterzvorth

:

Well, now, I think that

we are going to bog down here, if we are not care-

ful. You can see Doctor Warren’s eyes lighting up.

when he hears you talking about right ventricular

gallop, but ratber than to get off into that, which

would take the rest of the evening. I would like to

go to the next subject. I should like to have Doctor

Friedlich talk a little bit about arrhythmias of one

kind of another. I will pose him a question to start

it off.

How would you treat a patient with complete

heart block, who developed ventricular tachy-

cardia ?

Doctor Friedlich: May I ask a question about

the patient ? Does this patient have Stokes-Adams
attacks, precipitated or initiated by ventricular

tachycardia ?

Moderator Buttcrzeorth: That wasn't my ques-

tion. I will simply say that he does have Stokes-

Adams attacks.

Doctor Friedlich: This brings up a fascinating

question, because as you are all well aware, patients

with Stokes-Adams attacks may have the attacks

ushered in by cardiac standstill, by ventricular

tachycardia, by ventricular fibrillation, and often

by combinations of these arrhythmias.

I think that one’s first reaction under these cir-

cumstances, is to think of the use of quinidine or

pronestyl to diminish the so-called irritability of

the heart.

Our experience in the operating room certainly

makes us feel that most of the time, when hearts
continued on page 702
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PREVENTION AND TREATMENT OF
CARDIAC EMERGENCIES

continued, from page 700

go into ventricular fibrillation, it is because of car-

diac anoxia, due to poor coronary perfusion, so that

it is really a manifestation of not enough irritabil-

ity. instead of too much.

As a matter of fact, there has been a good deal

of work done on the effect of quinidine and other

depressant drugs in heart block with Stokes-Adams
attacks. Usually, even in patients who have their

attacks on the basis of ventricular tachycardia and

fibrillation, quinidine and pronestyl will precipitate

attacks rather than prevent them.

I have seen patients’ attacks terminated, by the

use of these drugs on rare occasions, I think that

more frequently quinidine would make the situa-

tion worse.

I have had, myself, the experience of giving half

a tablet of quinidine to a wonderful young woman
who had A.V. block, and of seeing the precipitation

of four Stokes-Adams attacks over a period of a

half-hour thereafter.

I am very leery of using this agent. I would be

much more apt to try prophylactic vasopressor

drugs first, if the patient is having repeated attacks
;

testing the effect of a little epinephrine or Isuprel.

In some patients, one is more effective than the

other.
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In the case of this woman, interestingly enough,

we were most successful in preventing her attacks

with large doses of atropine, and she ultimately

became able to differentiate the two kinds of at-

tacks, one ushered in by a standstill, which usually

came on when her rate became very slow, for which

she gave herself epinephrine, and when she started

to have her other attacks, she would begin to take

atropine, in rather large doses, with good effect.

Moderator Butterworth : I think the panel would
probably agree that in the presence of complete

heart block, one would have to think twice about

the use of quinidine and pronestyl.

Doctor Dexter: Yes
;
that is correct.

Moderator Butterwortli: I think that it is ex-

tremely dangerous, under these circumstances, to

use these drugs, and I learned about this the hard

way, several years ago. I certainly agree with Doc-

tor Friedlich that in the presence of complete heart

block, one must use almost anything, including

prayer, rather than to use quinidine or pronestyl.

Doctor Warren: I agree with that. The only point

that I would like to add is this. I have been scared

on several occasions, about people of this sort re-

ceiving epinephrine.

If there is any evidence of a tendency towards

arrhythmia, I would say that we should stay away
from epinephrine and we should turn to Isuprel,

or some of the other vasopressor drugs or atropine

in this sort of situation.

Once in my younger days, Doctor Fulton may
remember that we. almost at will, produced ven-

tricular tachycardia in a patient who had a some-

what similar situation, by the use of epinephrine.

Doctor Friedlich: This brings up an interesting

question. I am sure under these circumstances one

uses epinephrine with great caution, but there has

been a great change in our thought as to what con-

stitutes a physiological dose of epinephrine. There

was a time when one-half cc. of one to one-thousand

dilution of epinephrine, as it comes in the vial, was

considered a sensible sort of dose to give, when
trying to support the heart under these circum-

stances.

Our department of anesthesia taught us a great

deal about this, I think, to the point where 1 have

seen a number of patients immeasurably improved

by a slow drip of one-thousand cc of five per cent

dextrose and water, containing one or two cc of

epinephrine: extraordinarily dilute amounts, hav-

ing helpful actions. I am sure that this is the kind

of range in which the physiological dosage of epine-

phrine lies, and many times in the past too large

doses have been used. 1 think as we use very small

doses, we see a surprising effect from it and much
less of the arrhythmia-producing potentialities.

continued on page 704
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Doctor Warren: I think that is absolutely right.

We have been using epinephrine for some years in

our experimental work, and frequently, I am after

the house staff concerning dosage. It makes me
shudder to see some of the doses that are used in

emergencies.

This is a drug that leads to serious arrhythmias,

and all sorts of unfavorable consequences. We have

used it enough in the research laboratory on our-

selves, so that I am well aware of this point.

Acute Cardiac Arrest

Moderator Butterivortli

:

Allan, up in this part of

the country, treatment of cardiac arrest has become

popular. How would you like to talk a little about

what you do with an acute cardiac arrest ?

Doctor Friedlicit: Now, I have to ask, where does

this occur, because 1 think that is the crux of the

whole problem.

Moderator Bntterworth: Let us put it in the

locker room, again.

Doctor Friedlich: All right. When one is faced

with a patient with cardiac arrest under these cir-

cumstances, I think that there is one matter that

assumes considerable importance. Here is a patient
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who has had Stokes-Adams attacks, with repeated

cardiac arrest, and he has recovered from all of

them in the past.

Probably the more you keep your shirt on, the

better off you will be. If the cardiac arrest goes on

for a minute, you start getting pretty itchy and
then there are several things that can he done that

are often helpful. One is a very stiff blow in the

chest, of an order not quite enough to really hurt

his chest or break a rib, but a tough blow. This will

often start the heart beat.

Another is insertion of a needle into the myo-
cardium, and often just the stimulation of the needle

prick in the myocardium will he enough to evoke

contraction and get things started.

If this does not work, one can often evoke a con-

traction by flicking the huh of the needle with the

tip of the finger. Sometimes you can keep the heart

going for a long period by this means.

Probably the thing that will seal the patient’s

fate better than anything else is to give a cc of un-

diluted epinephrine through the needle.

If one uses epinephrine under those circum-

stances, and I think it is reasonable to do it, if there

is nothing else to do, one would think much more
in terms of one to ten dilution of epinephrine, per-

haps using one cc of that solution in the ventricle.

I f we are to open chests in an emergency in order

to carry out cardiac massage, there should be a

minimum of two well-trained people, one of whom
can breathe the patient. One has to have a certain

amount of equipment available before there is a

reasonable chance of success outside of the operat-

ing room.

Doctor Warren: I brought the literature with

me. This is from the New York Times.

"Minister collapses in chancel of Church.”

The story follows that three physicians per-

formed an emergency operation in the church, in a

vain effort to save the life of the minister.

Now, I would agree thoroughly that anybody

can open the chest. That is no job. If you are strong

enough, you can massage the heart. The real prob-

lem is the respiratory one, and that is the part that

is usually taken care of by our anesthesiologists.

This is difficult. If you have some people skilled in

anesthesiology available in the next room, you stand

some chance of doing cardiac massage successfully.

I think that otherwise it is extraordinarily difficult.

I think, of course, that the diagnosis of death,

rather than an episode of standstill is difficult to

make in a minute.

I do have two things that bother me a little hit.

One is that there have been reports of successful

operations, one of which was in the A.M.A. Jour-

nal a year or so ago, which have caused me to revise

upward my concept of the length of time that one

can be dead with a normal brain after revival.
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This actually raises the horrible thought that

mayhe some of these people we see aren't really

dead. I share the same fear about epinephrine as

you know. And, 1 have one other fear.

My grapevine information tells me that in the

great state of California, there is now a suit against

a physician for, believe it or not, not opening the

chest in a situation of this sort. I don't know what

we will do about this.

Moderator Butterwortli: Here is a real problem,

and you may have run up against it. 1 had a patient

whom I had followed for a number of years. He
had had a stenotic aortic valve for some years, and
died suddenly. By the time they called me, the med-
ical examiner had arrived there, so that shows it

was a reasonable length of time. I found out sub-

sequently that the wife refused to pay the bill, be-

cause she felt that I should have come down and

started the heart up.

I am very much afraid, with all of the articles

appearing in the lay press, that unless we counteract

this, it is a feeling that is going to grow. 1 had the

unfortunate experience in Texas, a few weeks ago,

of talking on a similar subject, and after 1 had made
certain statements of this sort, I found that the

local medical examiner had taken it upon himself

to go with the utmost speed to any of these emer-

gencies and open the chest on arrival. I calculated

it would take him anywhere from ten to fifteen

minutes, at least, to reach the scene of one of these

accidents.

I can see no possible hope of success under these

circumstances, and if the profession itself starts to

do this, I don’t know where it is going to lead.

Certainly, no good will be done, and we will have

all kinds of lawsuits on our hands.

Doctor Friedlicit: What do you think is the long-

est time after which one should operate, and an-

ticipate possible success?

Doctor Warren: Well, I don’t know. When I

read the case histories mentioning patients, some of

whom, if not by direct statement, then by deduction,

may have survived for a considerable time, and yet

had a return of brain function, I really don’t know
the answer.

Moderator Butterworth: What we come down to

is really an accurate diagnosis. As has been brought

out, we seldom know with certainty, and therefore

one can be going in on several different types of

arrhythmias.

Doctor Dexter: Here is one thing that occurred,

I believe, in California. A patient was revived by a

penknife opening of the chest, a little too late to

maintain brain function, but early enough to get

the cardiac function restored. The patient’s family

is now suing the physician.

So it doesn't matter what you do.

Not being a surgeon, and not being an anesthesi-

ologist, I am not going to open these chests. I

wouldn’t even think of doing it.

As a medical man, I will use the usual medical

therapy.

Moderator Butterworth: I think we have got to

begin to think about closing, here. We have received

one question that deals with a subject we have
spoken about before, but I think we might ask the

panel what they think about it.

“I have recently pressed on a patient's carotid

sinus, in order to differentiate a supraventricular

tachycardia, and the patient developed ventricular

fibrillation and died.

“How often has this been reported?”

Doctor Dexter: I am not aware of its having
been reported.

Doctor Warren: I think it has probably hap-

pened, but I don't know of any specific report.

There have been deaths, but what the mechanism
was, I don't know.

Doctor Friedlich: This patient presumably was
connected with an electrocardiograph

; is that right ?

Voices: Yes

!

Doctor Friedlich: I don’t understand it.

Moderator Buttenvorth

:

That doesn’t mean that

it doesn’t occur, even though I have not seen it.

continued on page 708
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We have left it until the last, and I would like to

ask Doctor Dexter to summarize very briefly for

us the way he treats acute pulmonary edema.

Doctor Dexter: The first thing I do is to put on

tourniquets, if they are more handy than morphine,

but tourniquets and morphine are the two things

that are No. 1 on the list. A dose of morphine for

an adult would he 15 mg. because it is the euphoric

action more than just pain relief that is desired.

Moderator Butterworth

:

I.V. or subcutaneous?

Doctor Dexter: Either
;

it depends on how des-

perate the situation is. It really seems as though, if

one were in a hurry, i.v. could he best. But. ordi-

narily, one would put on the tourniquets and after

that one can take one’s time. I f the patient has

tachycardia, that should he brought under control

because it is presumably the main factor which

produced the episode of edema and its relief is of

paramount importance.

Doctor Friedlich: You mean paroxysmal tachy-

cardia ?

Doctor Dexter: Yes. Then one can perform

phlebotomy at one’s leisure, the tourniquets having

taken care of the immediate situation. Next, the

underlying precipitating cause should he handled

just as well as one can. I am referring, now, to

acute coronary occlusion, for example, or to a salt

hinge at Thanksgiving dinner, or to some undue

exertion, as running for a street car or what-have-

you.

Finally, I would like to give digitalis, usually

slowly, over the course of the next forty-eight

hours, hut rarely, and 1 emphasize “rarely,” I like

to give it rapidly. I like to give it rapidly only if

there is an acute arrhythmia which needs to he

brought under control, such as atrial fibrillation.

Other than that, I very rarely rush in with a

fast-acting digitalis preparation, because I find

that I get into more trouble than I have bargained

for, and usually, I don’t think it is necessary to he

in such a rush.

When I say forty-eight hours, maybe 1 am exag-

gerating. I may want to give a milligram of digi-

toxin in the next hour or two.

Doctor Warren: As an old tourniquet man, I

think it is worth pointing out that these can be use-

ful or not, depending in part on the situation. If

the patient has developed shock, really, and has a

low blood pressure, then you can almost predict

they are going to be useless. The reason for this is

that you cannot get the tourniquets on tightly and

still allow arterial flow into the extremities, enough

to cause any trapping of blood.

On the other hand, if this is a hypertensive pa-

tient, who has maintained his blood pressure, you
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can put the tourniquet on below diastolic blood

pressure, and that person can pool a lot of blood.

In that group of patients, especially if they don’t

have any edema, I think that tourniquets are quite

effective in pooling blood and relief of the conges-

tion of the chest is the prime move.

I would agree about the morphine.

And now, what about the intermittent positive

pressure breathing?

Doctor Dexter: Patients are worse, hut they feel

better.

Doctor Warren: I think a lot of the ideas which

people have about this, that it counteracts the pres-

sure in the pulmonary capillaries, are erroneous;

however, in some situations, it is effective, and it is

effective because it is as if you really put a big tour-

niquet on, and all of the blood outside of the chest is

kept there. Therefore, it is effective.

There is one thing that alarms me, namely, that

it often alarms the patient. In cases of myocardial

infarction. I am acutely aware of the dangers of

emotional troubles; they add to the circulatory

burden.

Doctor Friedlich: You mean they are better, hut

they feel worse.

Doctor Warren: It may help. But, the beneficial

activity is negated by scaring the patient. We have

been going through a series of experiments, induc-

ing emotional states, which at least double the car-

diac output in a normal individual. It will certainly

raise the blood pressure in some people and will

lead to additional burdens on the heart.

Moderator Butterworth

:

One of the great prob-

lems about positive pressure is that there really

isn't any good equipment, with which I am familiar,

that enables one to do this without a good deal of

discomfort to the patient.

In the early days, we had very great success by

using the old method of putting a mask over the

whole head, around the neck, where you could

really get good, positive pressure.

It was wonderful, except that the patient fre-

quently had so much claustrophobia, that the end

result was no better.

What about the anti-foaming agents?

Doctor Dexter: 1 don’t know
;

1 have had no

experience with them. I only know what is pub-

lished. Have any of you had any experience with

them ?

Doctor Warren : I have had a little hit. I am not

terribly impressed. Some of these people get into a

lot of trouble from various forms of secretions, in

the respiratory tract.

Doctor Friedlich

:

In severe persistent pulmonary

edema, when you just cannot seem to get on top of

it. you try a number of things, and finally the pa-

tient gets slowly better. You can’t he sure whether
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you can attribute this to the alcohol or to something

else that was done.

We haven’t said anything about the wheezing of

acute pulmonary edema.

Doctor Dexter: For this situation. I think there

is a real place for Aminophyllin. It is quite a re-

markable drug, and it has beneficial effects on the

kidneys, the heart and bronchi. It is a good drug

to use.

I would like to re-emphasize the importance of

recognizing and controlling, if possible, the follow-

ing factors: Tachycardia, if it exists; fever, which

can he lowered ; hypertension, if it is a hypertensive

crisis which can he reduced with Reserpine or simi-

lar drug. And then, too, there is the possibility of a

pulmonary embolism having precipitated the at-

tack. I am not sure how you would treat it. hut

another one can he prevented.

These are. to me, the main immediate, control-

lable. precipitating factors usually encountered.

Doctor Warren: May 1 add to your list the fact

that most of these people have an excessive amount
of extracellular fluid in the body and will probably

do well with diuretic medication, etc., even though

there is no overt edema. I am talking, now, of the

long-term treatment more than the emergency

management.

Moderator Butterwortli: The last thing I wanted

to bring up is the prevention of these recurrent

attacks of pulmonary edema. My own experience,
in recent months, has been that Diuril has been the

most satisfactory thing I have found to control

these people. I have actually been amazed at how
many people I have been able to get off mercurials.

I am interested to know whether the rest of the

panel has had this experience or otherwise.

Doctor Dexter: I haven’t had too much experi-

ence with it, hut what I have had has been most
encouraging. 1 am quite impressed with it as a way
of getting many patients off mercurials, and I think

quite well of it.

Doctor Friedlich

:

\\ e, too, approached this as

we did the other oral diuretics, with our tongue very
much in cheek. \\ e have all been very much im-

pressed with it.

I think with any drug that is coming into such

rapid popularity, we may very well catch up with

the side effects later. We do need to he on guard

against potassium depletion, and by this mechanism
producing digitalis intoxication. There have been

some reports of trouble already, and I expect a lot

more will be seen in the near future.

Moderator Butterwortli

:

Ladies and gentlemen,

thank you very much. We have not begun to cover

the questions that you handed in to the panel, but

we hope we have provided you with an interesting

discussion of the topic.

Wherever you go

forget your telephone

calls. We'll take them

for you, day or night.

MEDICAL BUREAU
of the

Providence Medical Association
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One New Physician in Congress

Physician members of the 86th Congress will

number four, one less than the last Congress. The
November elections sent back to Washington Doc-

tors Walter Judd of Minnesota, Thomas Morgan
and Ivor Fenton, both of Pennsylvania. The new-

comer is Doctor Thomas Alford of Arkansas.

Physicians defeated at the polls were Doctor Will

Neal of West Virginia, who had been active on tbe

health subcommittee of the House Interstate Com-
mittee, and Doctor A. L. Miller of Nebraska, who
served on the District of Columbia and Interior

and Insular Affairs committees.

Doctor Morgan is scheduled to take over the

chairmanship of the House Foreign Affairs Com-
mittee on which Doctor Judd also serves. Doctor

Alford, a Little Rock ophthalmologist, was running

for public office for the first time.

Quote of the Month
At a press conference Secretary Flemming of the

Department of Health, Education and Welfare, is

quoted as stating

—

“I am tired of people pulling figures out of the

air on what the federal government ought to do.

There is no recognition of state, local and private

responsibilities. All have to share.”

Policy with Reference to Medicare Permits

1 . Inquiries have been received as to whether an

eligible dependent who commences receiving

authorized care from a civilian source participating

in the program, who is residing apart from the

sponsor at the time the care commences, and who
takes up residence with the sponsor before comple-

tion of that care, may continue that care from that

source without obtaining a MEDICARE PER-
MIT. As a general rule, such care may be continued

without a MEDICARE PERMIT. Guidance for

administration of the rule in certain specific in-

stances is set forth below

:

a. An eligible dependent spouse or child who is

hospitalized for care authorized under the program,

who is ‘‘Residing Apart from Sponsor” at the time

of admission, and who acquires the status of “Re-

siding with Sponsor” during hospitalization, may
complete authorized hospital care for that admis-

sion and for readmissions indicated under Section

5-S06g of the Joint Directive without a MEDI-
CARE PERMIT. That Section covers readmis-

sions within 14 days following discharge from the

previous admission, for authorized treatment of the

original conditions for which initially hospitalized,

or direct complications thereof.

b. An eligible dependent who is “Residing Apart

from Sponsor” at the time maternity care is com-

menced, and who takes up residency with her spon-

sor during the period of the care and prior to hos-

pitalization for delivery or for complications of

pregnancy, would not be in a position to certify on

the hospital claim form “Residing Apart from

Sponsor—Yes.” Also, she would not be in a posi-

tion to make such a certification on claim forms of

other approved sources of care. However, if she

does not change her attending physician, she may
obtain required hospitalization and other required

care from approved sources without a MEDI-
CARE PERMIT, provided the person signing

Item 14 on the DA Form 1863 furnishes the hos-

pital a written statement, on the claim form or at-

tachment thereto, that maternity care for the preg-

nancy or complications thereof for which hospital-

ized was commenced on a date when she was resid-

ing apart from the sponsor. If such an eligible

dependent changes her attending physician for any

reason (other than death or illness of her attending

physician ), she must secure a MEDICARE PER-
MIT in order to obtain authorized care from civil-

ian sources at Government expense. In those in-

stances where a change of attending physician has

occurred due to the death or illness of the attending

physician, that fact should be stated on the claim

form or attachment thereto by the person signing

Item 14 on the DA Form 1863. Of course, any

eligible dependent may obtain required care from

a uniformed services medical facility, if available.
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Rhode Island Hospital Association Elects

At its annual meeting the Hospital Association

of Rhode Island elected as its president for the

coining year Reverend Stephen K. Callahan, secre-

tary to the Roman Catholic Bishop of Rhode Island

for Hospitals. Elected as vice president was

J. Dewey Lutes, superintendent of W oonsocket

Hospital. Nicholas E. Janson, business manager.

State Hospital for Mental Diseases, was re-elected

treasurer.

National Conference on Health Problems

of Aged Planned

Plans are currently being developed for a national

conference on the health problems of the aged, to

he held in the spring of 1959 under the sponsorship

of the Joint Council for the Health Care of the

Aged.

“Such a conference will provide the basis for

more effective joint planning on the part of those

who are the principal purveyors of health care for

the aged,” Mrs. Florence Baltz. incoming president

of the American Nursing Home Association,

pointed out.

The Joint Council was formed last April under

the sponsorship of the American Dental Associa-

tion, the American Hospital Association, the Amer-
ican Medical Association, and the American Nurs-
ing Home Association.

Its objectives are to (1) identify and analyze

the health needs of the aged, ( 2) appraise available

health resources for the aged. (3) develop pro-

grams to foster the best possible health care for the

aged. (4) foster effective methods of payment for

the health care of the aged, and (5) foster health

education programs of the aged.

/ Want My Own Doctor

More than three fourths of the population of the

United States want to choose their own doctor.

In addition, they want to assume all or part of the

responsibility for paying their doctor bills.

These were among the findings in a survey con-

ducted among a sampling of the adult general pop-

ulation by Opinion Research Corporation, Prince-

ton, N. J., for the American Medical Association.

The purpose of the study was to explore attitudes

about the choice of physicians.

The study also showed that

:

Eighty-eight per cent of the population believe

the right to see the same doctor regularly is of

vital importance.

Eighty-nine per cent believe that medical care in

this country has improved over the past twenty

years. Half of these persons ascribe the improve-

ment to more and better research and advances in

medical science.

Seventy-six per cent of the people said they

wanted to choose their own physicians
; 13 per cent

saw no difference in whether they or someone else

chooses their physician; 8 per cent preferred to

have someone else choose, and 3 per cent had no
opinion.

In answer to further questioning, 93 per cent of

those surveyed felt that free choice would give

them more confidence in the doctor; 84 per cent

thought doctors would take a more personal inter-

est in them, and 79 per cent believed they would
have less trouble getting the doctor to make a home
call.

Concerning the right to see the same physician

all the time, 88 per cent felt this right to be very

important. Of the 12 per cent who did not feel such
continuity to be of vital importance, 8 per cent saw
no difference in whether or not they saw the same
doctor every time, and 4 per cent gave other

comments.

In answering still another set of questions, 93
per cent felt such continuity would give them more
confidence in the doctor; 92 per cent thought doc-

tors would take a more personal interest in them,

and 84 per cent believed they would have less

trouble getting a doctor to make a house call.

When queried about the main advantages of a

regular doctor, those interviewed gave a variety of

reasons. Sixty-two per cent cited the physician’s

knowledge of their medical history. They said. “He
continued on page 716
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continued from page 713

knows your system inside and out from dealing with

you regularly
;
he knows what you've had.”

Also mentioned by 30 per cent was reliability on

emergency calls ; confidence in the physician by

21 per cent, and a closer relationship between doctor

and patient by 18 per cent.

Concerning the payment of medical hills, a total

of 79 per cent wanted to assume all or part of the

responsibility for paying their doctor hills either by

direct payment or by paying part of insurance

premiums.

The 79 per cent breaks down into the following

:

16 per cent for paying all doctor bills directly; 16

per cent for paying all costs of insurance plans,

and 47 per cent for paying part of the cost of an

insurance plan. The remaining 21 per cent favored

someone else’s paying the hills.

Wanted: Old Photos of Physicians Driving

Ancient Cars

The Illinois State Medical Society is preparing

an exhibit centered around an Illinois medical jour-

nal article which told of the role of physicians in the

development of the automobile in the United States

at the turn of the century.

To help illustrate this exhibit, the Society will

appreciate the loan of old photographs showing

physicians at the wheels of cars of 1900-1910 vin-

tage. Scenes showing difficulties on the road, or

poor highway conditions, are especially desired.

Enlargements will be made of these photographs

and the originals returned undamaged.

Photographs should be accompanied by a memo
giving the name and town of the physician, whether

living or deceased, and the make and year of the

automobile. They should he sent to Mr. John A.

Mirt. Illinois State Medical Society, 185 North

Wabash Avenue, Chicago 1.

More Medical Technologists on the Way
Enrollment in approved schools of medical tech-

nology has increased 30% since the National Com-
mittee for Careers in Medical Technology began

its recruitment program four years ago, it was an-

nounced recently at the annual meeting of the

Committee.

The Committee was founded by the American

Society of Clinical Pathologists, the American So-

ciety of Medical Technologists, and the College of

American Pathologists in 1954 to combat critical

shortages in this health profession.

“This notable gain,” stated Dr. W illiam O. Rus-

sell, chairman of the Committee, “is especially

gratifying in view of the urgent need for more

qualified personnel to assist pathologists in the

laboratory.”

RHODE ISLAND MEDICAL JOURNAL
Emergency Identification for Patients on

Anticoagulant Therapy

An “emergency” identification card for the pro-

tection of patients on long-term anticoagulant ther-

apy is now available to physicians from the Rhode
Island Heart Association.

The card, designed as a wallet insert, was devel-

oped as a result of requests from physicians seeking

to protect their patients on anticoagulants in case of

accident, dental surgery or other treatment that

may induce bleeding. It points out that the hearer

"is being treated with anticoagulants which slow

down clotting of the blood.'' In case of emergency

—

bleeding, injury or illness—the card advises that a

doctor be called, since the patient may require an
antidote.

The card contains space for the name, address

and phone number of the individual’s physician.

There is also space to indicate the kind of anti-

coagulant prescribed and the patient’s blood type.

The card was designed with the approval of the

Committee on Prothrombin Determinations of the

American Heart Association.

Physicians may obtain identification cards from
the Rhode Island Heart Association at 100 Lock-

wood Street, Providence.

$2 Billion Health Insurance Benefits

Paid in 9 /Months

Benefit payments to Americans covered bv health

insurance through insurance company policies ex-

ceeded 2 billion dollars during the first nine months
of 1958, the Health Insurance Institute reports.

This represents an increase of better than 10% over

the same period in 1957.

According to the latest Consumer Price Index of

the U.S. Department of Labor, the cost of medical

care in the country has risen by 4.5% over last year.

Reports from the nation’s insurance companies

showed that, from January 1 through September

30, 1958, benefits paid under group health insurance

policies covering the costs of hospital, surgical and

medical care and loss of income totaled $1.5 billion,

an increase of 11% over the first nine months of

1957. Benefits through individual and family type

policies, the Institute said, increased by 9% to 506

million dollars.

Of the five major types of health insurance

—

major medical expense, hospital expense, surgical

expense, regular medical expense and loss of in-

come— major medical showed the greatest increase

in benefits paid.

Benefits received by holders of major medical

expense policies, which help defray the cost of

serious or catastrophic illness, increased by 89%
over the same period last year to total nearly 167

million dollars. This sum. divided between the 162
concluded on page 718
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PROVIDENCE MEDICAL ASSOCIATION
conclttded from page 696

Communications

Doctor McWilliams called attention to the in-

terim meeting of the Rhode Island Medical Society

to he held at Newport on Wednesday, October 8.

He urged attendance by the members of the Asso-

ciation.

The secretary reported communications from the

headquarters of the 4th Missile Battalion. 68th

Artillery, stationed at Coventry, Rhode Island,

calling attention to its desire to obtain a part-time

contract surgeon to serve military personnel at-

tached to the unit. He also reported a communica-

tion from the G. H. Walker Company announcing

the first of a series of eight lectures to be held at the

Providence Public Library on the subject Securities

and Investing.

Scientific Program

Doctor McWilliams noted that the case summary
for the clinicopathological conference had been pub-

lished in the official notice of the meeting sent to

each member.

He introduced as a clinical discussor of the case

Doctor Robert P. McCombs, of Boston, professor

of graduate medicine. Tufts University Medical

School
;
senior physician. New England Center

Hospital.

Doctor McCombs presented in a very clear way
all of the diagnostic possibilities of the case pre-

sented. Some of these were : trichonosis, periarteri-

tis nodosum, delayed pencillin reaction, infectious

polyneuritis, diphtheria with diphtheritic neuritis,

dermatomvositis. His final conclusion was that the

patient had diphtheria.

Doctor Samuel Burgess, pathologist. U.S. Vet-

erans Hospital. Providence, brieflv reported on the

pathology of the case.

The final diagnosis according to the pathologist

was trichonosis.

* *

General discussion was opened by Doctor Simon
Horenstein. of Boston. Instructor in Neurology.

Harvard Medical School and Tufts University

Medical School; Consultant in Neurology, U.S.

Veterans Hospital, Providence.

A spirited discussion followed the presentation.

Doctor McCombs as well as many physicians in

attendance questioned the final diagnosis of tricho-

nosis, despite the findings as reported.

Adjournment

The meeting was adjourned at 10:00 p.m.

Collation was served.

Attendance was 110.

Respectfully submitted,

Michael DiMaio, m.d.. Secretary

RHODE ISLAND MEDICAL JOURNAL
THROUGH THE MICROSCOPE

concluded from page 716

million dollars paid through group plans and the

5 million dollars paid to the holders of individual

policies, already surpasses the 130 million dollars in

benefits paid out during all of 1957. These figures,

the Institute added, include policies written alone

or to supplement the basic hospital, surgical and
medical coverages.

Persons covered under hospital expense policies,

which help pay for the costs of hospital care, re-

ceived a total of 794 million dollars, with 622 mil-

lion received through group policies, and 172 mil-

lion under individual insurance policies.

Surgical expense insurance, which helps re-

imburse the insured for operations, accounted for

297 million dollars in benefit payments, with 242

million dollars going to those protected under group
policies, and 55 million dollars paid to individual

policyholders.

Payments by insurance companies to persons

covered by regular medical expense policies, which

help pay for medical care and treatment other than

surgery, amounted to 56 million dollars by Septem-

ber 30. the Institute survey showed. Of this total.

49 million dollars was paid out under group plans,

and 7 million dollars through individual policies.

Persons insured against loss of income due to

sickness or disability received an estimated 595

million dollars as income replacement, with 376

million dollars paid through group policies, and

219 million dollars under individual policies.

In concluding its report of health insurance bene-

fits paid by insurance companies, the Institute

stated that the increase in such payments reflects

the growing importance to the American people of

health insurance as a means of helping finance

medical care.

J. E. BRENNAN & COMPANY
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Popularity is a Challenge

First offered in 1950, Physicians Service has grown tremendously fast because

it offers real help in meeting costs of a wide range of surgical-medical pro-

cedures.

Today, Physicians Service has the greatest percentage of enrollment of any

similar plan in the country.

Great growth has been a challenge. It is a challenge to the doctors sponsoring

the Plan to provide adequate, timely medical-surgical-obstetrical benefits for

everyone who asks for them. What is particularly significant, Physicians Serv-

ice protection has been extended to 80% of those living in Rhode Island who
are over 65 years of age. No other similar program has extended its coverage

so broadly.

Great growth is also an answer to a problem. For in spreading risks over more
than a half million persons, costs have been cut down to a point where benefits

are within the reach of everyone. And they are kept within reach, too, because

Physicians Service subscribers can maintain their membership if they change

jobs or retire.

In almost every instance, hospitalized patients require surgical, medical or

obstetrical care. Physicians Service helps pay doctors’ bills, pays for hundreds

of different operations, provides X-rays and covers non-surgical visits in the

hospital.

As time goes on, Physicians Service will continue to bring the most effective

coverage possible to the most people.

Better Health Care jor More People Through

Physicians Service

All’
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